CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
HOME HEALTH SERVICES MANUAL

SECTION X ~ GENERAL INFORMATION - EDS

Field Number Description

8 Enter the total Medicaid payment for the claim as
found under the “Claims Payment Amount" column on

the Remittance Advice.

9 Enter the Remittance Advice date which is found on
the top left corner of the remittance. Please do
not enter the date the payment was received or post-

ed.

10 Specifically state WHAT is to be adjusted on the
claim (i.e. date of service, units of service).

11 Specifically state the reasons for the request
adjustment (i.e. miscoded, overpaid, underpaid).

12 Enter the name of the person who completed the
Adjustment Request Form.

13 Enter the date on which the form was submitted.

Mail the completed Adjustment Request form, claim copy and Remittance
Advice to the address on the top of the form.

To reorder these forms, contact the Communications Unit by mail:

EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery.

The provider may also obtain copies of these forms by calling EDS at
(502) 227-2525 or 1-800-756-7557.
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

HOME HEALTH SERVICES MANUAL

SECTION X — GENERAL INFORMATION - EDS

_F. Cash Refund Documentation
The Cash Refund Documentation form must be completed when a provider
sends a refund check. The compieted form and a copy of the remittance
advice page showing the paid claim being refunded should accompany the
check. Please mail to the following address:
EDS
P.0. Box 2009
Attn: Financial Services
Frankfort, KY 40602
If a check is sent without the Cash Refund Documentation form, your
check will not be posted to a specific claim. This action would not
reflect the refund being made for a particular claim, possibly leaving
the provider responsible for another refund at a later date. If there
are any questions concerning the form, please call the Provider Rela-
tions Unit at 1-800~756-7557 or 1-(502)-227-2525.
Field Number Description
1 Enter check number
2 Enter amount of the check
3 Enter provider name, number and address
4 Enter name of recipiert on claim being refunded
5 Enter recipient's Medicaid identification number (10 numeric
digits)
6 Enter "From Date of Service" on claim being refunded
7 Enter “To Date of Service" on claim being refunded
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DEPARTMENT FOR MEDICAID SERVICES
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SECTION X — GENERAL INFORMATION - EDS

8 Enter date of the paid Remittance Advice on which the claim
appears
9 Enter 13-digit Internal Control Number (ICN) of the particu-

lar claim for which you are refunding. This is listed on the
“Paid Claims" page of your remittance advice. (If several
ICN's are to be applied to one check, they can be listed on
the same form only if they have the same reason for refund

explanation (see below).

REASON FOR REFUND

Check the appropriate reason for which the claim is being refunded. Be
sure to complete all blanks. The example listed below shows how each
refund is to be completed accurately. Only one reason can be completed
per Cash Refund Documentation form. If multiple claims with multiple
refund reasons are included in one check, complete a separate form for

each refund reason.

a.  Payment from other source - Check the category and 1ist name
(attach a copy of EOB)

Health Insurance
Auto Insurance

Medicare paid
Other Worker's Comp-ABC Construction

b.  Billed in error

€. Duplicate payment (attach a copy of both RA's) If RA's are
paid to 2 different providers specify to which provider num-
ber the check is to be applied

12345678
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SECTION X - GENERAL INFORMATION - EDS

Processing error or Overpayment

Explain why: Processing error-wrong date of service was
keyed

Paid to wrong provider

Money has been requested — date of letter 1-1089 (Attach-a
copy of letter requesting money)

Other

Medicare made an adjustment. Deductible no longer due.

Contact Name:

TRANSMITTAL 419
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
HOME HEALTH SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

ADVANCED REGISTERED NURSE PRACTITIONER SERVICES

Services by an Advanced Registered Nurse Practitioner shall be payable if the

service provided is within the scope of licensure. These services shall in-

clude, however not be limited to, services provided by the certified nurse mid-

wife (CNM), family nurse practitioner (FNP), and pediatric nurse practitioner
NP).

(PNP
AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services provided in free-standing ambulato-

ry surgical centers.

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two (2) follow-up postnatal visits within

four (4) to six (6) weeks of the delivery date.

DENTAL SERVICES

Coverage shall be limited but includes cleanings, oral examinations, X-rays,
filling, extractions, palliative treatment of oral pain, hospital and emergency
calls for recipients of all ages. Other preventive dental services (i.e. root
canal therapy) and Comprehensive Orthodontics are also available to individuals

under age twenty-one (21).

DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment, orthotic and
prosthetic devices shall be covered when ordered by a physician and provided by
suppliers of durable medical equipment, orthotic and prosthetics. Most items

require prior authorization.
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DEPARTMENT FOR MEDICAID SERVICES

EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the

birth month of their twenty-first birthday may receive the following tests and
procedures as appropriate for age and health history when provided by participat-
ing providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations

(EPSDT) SPECIAL SERVICES PROGRAM

The EPSDT Special Services Program considers medically necessary items and ser-
vices that are not routinely covered under the state plan. These services are
for children from birth through the end of their birth month of their twenty-
first year. A1l services shall be prior authorized by the Department for Medi-

caid Services.
FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all eligible Medi-
caid recipients of childbearing age and those minors who can be considered sexu-
ally active. These services shall be offered through participating agencies

such as Tocal county health departments and independent agencies, i.e., Planned
Parenthood Centers. Services also shall be available through private physicians.

A complete physical examination, counseling, contraceptive education and educa-
tional materials, as well as the prescribing of the appropriate contraceptive
method, shall be available through the Family Planning Services element of the
Kentucky Medicaid Program. Follow-up visits and emergency treatments also shall
be provided.
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DEPARTMENT FOR MEDICAID SERVICES

HEARING SERVICES

Hearing evaluations and single hearing aids, when indicated, shall be paid for

by the program for eligible recipients, to the age of twenty-one (21). Follow-
up visits, as well as check-up visits, shall be covered through the hearing ser-
vices element. Certain hearing aid repairs shall also be paid through the pro-

gram.

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational thera-
Py, and aide services shall be covered when necessary to help the patient remain
at home. Medical social worker services shall be covered when provided as part
of these services. Home Health coverage also includes disposable medical sup-
plies. Coverage for home health services shall not be limited by age.

. HOSPICE

Medicaid benefits include reimbursement for hospice care for Medicaid recipients
who meet the eligibility criteria for hospice care. Hospice care provides to
the terminally i1l relief of pain and symptoms. Supportive services and assis-
tance shall also be provided to the patient and family in adjustment to the pa-
tient's illness and death. A Medicaid recipient who elects to receive hospice
care waives all rights to certain separately available Medicaid services which
shall also be included in the hospice care scope of benefits.
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DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid benefits include reimbursement for admissions to acute care
hospitals for the management of an acute illness, an acute phase or complica-
tions of a chronic illness, injury, impairment, necessary diagnostic procedures,
maternity care, and acute psychiatric care. All non-emergency hospital admis-
sions shall be preauthorization by a Peer Review Organization. Certain surgical
procedures shall not be covered on an inpatient basis, except when a life—
threatning situation exists, there is another primary purpose for admission, or
the physician certifies a medically necessity requiring admission to the hospi-
tal. Elective and cosmetic procedures shall be outside the scope of program
benefits unless medically necessary or indicated. Reimbursement shall be 1imit-
ed to a maximum of fourteen (14) days per admission except for services provided
to recipients under age six (6) in hospitals designated as disproportionate
share hospitals by Kentucky Medicaid and services provided to recipients under

age one (1) by all acute care hospitals.

OUTPATIENT SERVICES

Benefits of the program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician, clinic visits, pharmaceuticals,
emergency room services in emergency situations as determined by a physician,

and services of hospital-based emergency room physicians.

There shall be no limitations on the number of hospital outpatient visits or
covered services available to Medicaid recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN

The Commission provides medical, preventive and remedial services to handicapped
children under age twenty-one (21). Targeted Case Management Services are also
provided. Recipients of all ages who have hemophilia may also qualify.

LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky Medicaid participating indepen-
dent laboratories includes procedures for which the laboratory is certified by

Medicare.
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DEPARTMENT FOR MEDICAID SERVICES

LONG TERM CARE FACILITY SERVICES

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate care facilities
for the mentally retarded and developmentally disabled for services provided to
Medicaid recipients who are mentally retarded or developmentally disabled prior
to age twenty-two (22), who because of their mental and physical condition re-
quire care and services which are not provided by community resources.

NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided to
Kentucky Medicaid eligible residents of nursing facilities which have been certi-
fied for participation in the Kentucky Medicaid Program. The need for admission
and continued stay shall be certified by the Kentucky Medicaid Peer Review Organ-
ization (PRO). The Department shall make payment for Medicare deductible and
coinsurance amounts for those Medicaid residents who are also Medicare beneficia-

ries.

The need for the ICF/MR/DD level of care shall be certified by the Kentucky Medi-
caid Peer Review Organization (PRO).
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MENTAL HEALTH SERVICES
COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all ages
in the community setting. From the center a patient may receive treatment

through:

Outpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services

Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health centers and possibly avoid hospitalization.
There are fourteen (14) major centers, with satellite centers available. The
Kentucky Medicaid Program also reimburses psychiatrists for psychiatric services

through the physician program.
MENTAL HOSPITAL SERVICES

Reimbursement for inpatient psychiatric services shall be provided to Medicaid
recipients under the age of twenty-one (21) and age sixty-five (65) or older in
a psychiatric hospital. There shall be no limit on length of stay; however, the
need for inpatient psychiatric hospital services shall be verified through the

utilization control mechanism.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
residents age six (6) to twenty-one (21). Program benefits are limited to eligi-
ble recipients who require inpatient psychiatric residential treatment facility
services on a continuous basis as a result of a severe mental or psychiatric
illness. There is no limit on length of stay; however, the need for inpatient
psychiatric residential treatment facility services must be verified through the

utilization control mechanism.
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TARGETED CASE MANAGEMENT SERVICES

ADULTS Case management services are provided to recipients eighteen (18)
- years of ‘age or older with chronic mental illness who need assistance
in obtaining medical, educational, social, and other support services.

CHILDREN Case management services are provfded to Severely Emotionally
Distrubed (SED) children who need assistance in obtaining medical,

educational, social, and other services.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse Prac-
titioner — Nurse Anesthetist shall be Covered by the Kentucky Medicaid Program.

NURSE MIDWIFE SERVICES

Medicaid coverage shall be available for services performed by and within the
scope of practice of certified registered nurse midwives through the Registered

Nurse Practitioner Program.
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DEPARTMENT FOR MEDICAID SERVICES

PHARMACY SERVICES

Legend and non-legend drugs from the approved Medical Assistance Outpatient Drug
List when required in the treatment of chronic and acute illnesses shall be cov-
ered. The Department is advised regarding the outpatient drug coverage by a
formulary subcommittee composed of persons from the medical and pharmacy profes-—
sions. A Drug List is available to individual pharmacists and providers upon
request and routinely sent to participating pharmacies and nursing facilities .
The Drug List is distributed periodically with monthly updates. Certain other
drugs which may enable a patient to be treated on an outpatient basis and avoid
institutionalization shall be covered for payment through the Drug

Preauthorization Program.

In addition, nursing facility residents may receive other drugs which may
be prior authorized as a group only for nursing facility residents.

PHYSICIAN SERVICES

Covered services include:

Office visits, medically indicated surgeries, elective sterilizations*, deliver—
ies, chemotherapy, selected vaccines and RhoGAM, radiology services, emergency
room care, anesthesiology services, hysterectomy procedures*, consultations,
second opinions prior to surgery, assistant surgeon services, oral surgeon ser—

vices, psychiatric services.

*Appropriate consent forms shall be completed prior to coverage of these proce-
q g
ures.

Non-covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs), cosmetic proce-
dures, package obstetrical care, IUDs, diaphragms, prosthetics, various adminis—
trative services, miscellaneous studies, post mortem examinations, surgery not

medically necessary or indicated.

Limited coverage:

Certain types of office exams, e.g. new patient comprehensive office visits,
shall be lTimited to one (1) per twelve (12) month period, per patient, per physi-

cian.
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DEPARTMENT FOR MEDICAID SERVICES

PODIATRY SERVICES

Selected services provided by licensed podiatrists shall be covered by the Ken-
tucky Medicaid Program. Routine foot care shall be covered only for certain
medical conditions where the care requires professional supervisjon.

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be provided by health department or districts
which have written agreements with the Department for Health Services to provide

preventive and remedial health care to Medicaid recipients.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care facility which
emphasizes preventive and maintenance health care. Covered outpatient services
provided by licensed, participating primary care centers include medical servic-
es rendered by advanced registered nurse practitioners as well as physician,
dental and optometric services, family planning, EPSDT, laboratory and radiology
procedures, pharmacy, nutritional counseling, social services and health educa-
tion. Any limitations applicable to individual program benefits shall be gener—
ally applicable when the services are provided by a primary care center.

RENAL DIALYSIS CENTER SERVICES

Free-standing renal dialysis center benefits include renal dialysis, certain
supplies and home equipment.
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RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasized preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
shall also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level practitioners to provide
quality health care in areas-where there are few physicians. Covered services
include basic diagnostic and therapeutic services, basic laboratory services,
emergency services, services provided through agreement or arrangements, visit-

ing nurse services and other ambulatory services.

TRANSPORTATION SERVICES

Medicaid shall cover transportation to and from Medicaid Program covered medical
services by ambulance or other approved vehicle if the patient's condition re-
quires special transportation. Also covered shall be preauthorized non-emergen-
Cy medical transportation to physicians and other non-emergency, Medicaid-cov-
ered medical services when provided by a participating medical transportation
provider. Travel to pharmacies shall not be covered.

VISION SERVICES

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists shall be covered for recipients of all ages. Professional dispens-
ing services, lenses, frames and repairs shall be covered for eligible recipi-

ents under age twenty-one (21).
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**SPECIAL PROGRAMS**
ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

The Alternative Intermédiate Services for the Mentally Retarded (AIS/MR) home-
and community-based services project provides coverage for an array of community

based services that shall be an alternative to receiving the services in an in-
termediate care facility for the mentally retarded and developmentally disabled

(ICF/MR/DD).
| HOME AND COMMUNITY BASED WAIVER SERVICES

A home-and community-based services program provides Medicaid coverage for a
broad array of home-and community-based services for elderly and disabled recipi-
ents. These services shall be available to recipients who would otherwise re-
quire the services in a nursing facility. The services became available state-
wide effective July 1, 1987. These services shall be arranged for and provided

by home health agencies.
KenPAC

The Kentucky Patient Access and Care System, or KenPAC, is a special program
which Tinks the recipient with a primary physician or clinic for many Medicaid-
covered services. Only recipients who recejve assistance based on Aid to Fami-
lies with Dependent Children (AFDC) or AFDC-related Medical Assistance Only

shall be covered under KenPAC. The recipient shall choose the physician or clin-
ic. It is especially important for the KenPAC recipient to present his or her
Medical Assistance Identification Card each time a service is received.

SPECIAL HOME-AND COMMUNITY-BASED SERVICES MODEL WAIVER PROGRAM

The Model Waiver Services Program provides up to sixteen (16) hours of private
duty nursing services and respiratory therapy services to disabled ventilator
dependent Medicaid recipients who would otherwise require the level of care pro-
vided in a hospital-based skilled nursing facility. This program shall be limit-

ed to no more than fifty (50) recipients.
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ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department for
Social Insurance. These programs, which include eligibility for Medicaid, in-

clude:
AFDC (Aid to Families with Dependent Children)
AFDC Related Medical Assistance
State Supplementation of the Aged, Blind or Disabled

Aged, Blind, or Disabled Medical Assistance

Any individual has the right to apply for Medicaid and have eligibility deter—
mined. Persons wanting to apply for Medicaid benefits shall be referred to the
lTocal Department for Social Insurance, Division of Field Services office in the
county in which they Tive. Persons unable to visit the local office may write
or telephone the local office of information about making application. Form
most program, a relative or other interested party may make application for a
person unable to visit the office.

In addition. to the program administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SSI) programs also receive Medicaid through the Medicaid Program, Eligibility
for SSI is determined by the Social Security Administration. Persons wanting to
apply for SSI should be referred to the Social -Security Administration office
nearest to the county in which they live: The SSI program provides benefits to
individuals who meet the federal definitions of age, blindness, or disability,
in addition to other eligibility requirements.
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ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility period.

Eligible individuals with excess income for ongoing eligibility may be eligible
as a “spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one (1) MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down" eligibility period.

MAID cards may show a retroactive period eligibility. Depending on the individu-
al circumstances of eligibility, the retroactive period may include several

months.
Duplicate MAID cards may be issued for individuals who original card is lost or

stolen. The recipient shall report the lost or stolen card to the local Depart-
ment for Social Insurance, Division of Field Services worker responsible for the

case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field Services staff may
provide eligibility to providers requesting MAID numbers and eligibility dates

for active, inactive or pending cases.

The Departmcnt for Medicaid Services, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.
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APPENDIX II-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALL.D.) CARD

Department for Sodial - Medical Insurance Coda
: Insurance case number. This
(FRONT OF CARD) is NOT the : indicates type of insurance
Identification Number )
Eligibility period is the month, day and year
of Kentucky Medicaid eligibility represented
by this card. 'me'damisﬁrstdayof
eligibiity of this card. “To" date is the day Medical Assistance Identification
eligiblity of this card ends and is not Number (MAID) is the 10-digit number
hdudadasaneﬁgibleday. required for billing medical services.
\\
TARCE [IDERTIRCATION
COMMONWEALTH OF KENTUCKY muu ‘a‘g.mu‘ - .&W Dm (-1
Date CABINET FOR HUMAN Benefits 1 MO-YR
card EITY PERIOD CASE NUMBER , ;
was FROM: \ 08-01-90 { Smith, Jane 1234567890 2 /0353 |M
issued |1 07-01-% 37 C 000123456 Smith, Kim 2345678912 211284 {M
_ CASE RANME AND ADDRESS %
ISSUE DATE:
05-27-90
Jane Smith
400 Block Ave.
Frankfort, KY 40601
ATTENTION: THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
SEEOTHER SIGNATURE MAP 520 REV 10
For
Kentucky Medicaid
Case name and address show to Program
whom the card is mailed. The name Statistical Purposes
in this block may be that of a relative
or othef intarestad party and may not
be an eligible member.

7

Name of members eligible for Medical As-
sistance benefits. Only those persons
whose names are in this block arg eligible
for Kentucky Medicaid Program benefits.

Date of Birth shows month and year of
birth of sach member . Refer 1o this block
when providing services limited to age.

WHITE CARD
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A1.D.) CARD

(BACK OF CARD) . .
Information o Providers.

insurance Kdentification
codes indicate type of
insurance coverage as
shown on the front of the
card in “lns." block.

. RECIPIENT OF SERVICES
mmmmumw s /are elighie during the period 1.mmmumummmmw
for it of the Kentucky Medical mmmmmm&qmvm
identification Na. must be entered care faciities, independent teboratories, :
on each biing statement precisely eoruindmﬁ:wdh«d«hm mmmwmmmdm.
%0 be mude. ambutancs, non-emergenty
Quest & yPe, scops and duration of benefits, planning services.
- you o,
. Mbhmmmmmhm
Medicaid Sdrvices :LYwﬂm.mmumﬁuginmm-Wuywm
eligbie tor beneflits. qummwnmmhhm
and destroy your old card, Remember that I Is againg the aw for
mnmﬁmw“m&dmhﬁmdum

c‘:;cnmm lemmwmwmamm‘qm

H-Heath Maintensnce Organization amedmmqum

;}(—Unhm mwmuwwuwmmmw“hm
-Other R O« for Medicak] Senvices.

L- Absent Parear's insurance
mkuunw««. /
P-Black Lung Signajure

Major Medical
mmvwnmmmmmt-.mme«mmcmmmmmmuu

. provides for, both, for who witifully pives talee
0NQQ your, or snyone w et
asaletance, Bl bmmmquwmudhmw-\

Recipient's signature is not required.

Notfication to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL £19



IT.

III.

Iv.

APPENDIX XI1I
THE REQUEST PROCEDURE
A.  Initiating a Request

1. Requests for pre-authorization may be initiated by the
prescribing physician or office personnel under his direct

supervision. Requests from pharmacists and social workers who
are working directly with the recipient's physician shall also

be accepted.

2. The primary concern is that the caller have available the
information necessary for staff to make an accurate

determination.
B. Transmittal Methods

1.  Written Requests

The drug pre-authorization may be made IN WRITING TO: EDS, PO

BOX 2036, frankfort, Kentucky 40602.

2. Telephone Requests

Or by PLACING A TELEPHONE CALL to the following toll-free
number between 8:00 a.m. and 4:30 p.m. EST/EDST, on Monday
through Friday (except during holidays):

Telephone Number: 1-800-756-7558

Out of State: (502) 227-9073

INFORMATION REQUIRED FOR A DETERMINATION

Persons requesting a pre-authorization of medications shall provide
information, line for line from the Preauthorization Request Form.
Special attention should be given to giving a specific statement,
indicating the need for the requested drug as well as previous
medications tried unsuccessfully.

DISPOSITION OF REQUEST

A.  Nurses shall review each request and make determinations on the
basis of established Program criteria. Extenuating circumstances
shall be directed to the medical consultant.

B. If the appropriate information is received and the medication meets

the Program criteria, an approval shall be made. However, if the
request does not meet the basic criteria or if insufficient or
contradictory information is provided, the request shall be
disapproved. Drug Preauthorization staff will NOT assume
responsibility for calling physicians for more information.
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Unusual or unique situations shall be reviewed by consultant
pharmacists, physicians, and recognized University staff.

When the medication is not on the DMS Drug List and is disapproved
for pre-authorization, the recipient shall assume responsibility for
the cost or obtain an alternative source of payment.

Determinations shall be made daily Monday through Friday, except on
holidays.

NOTIFICATION OF DISPOSITION

A.

Notification regarding the disposition (approval or disapproval) of
each pre-authorization request shall be made as follows:

I.  DISAPPROVALS: wWhen disapproved, the prescribing physician
shall be notified by mail. The request and reason for

disapproval shall be provided.

2. APPROVALS: When approved, notification shall be made by phone
to the selected pharmacy. The pharmacist shall provide the
pre-authorization staff with the NDC number and provider number.

NOTE: Pre-authorization shall not be guaranteed for any request
until reviewed and approved by pre-authorization staff members. If
any change should occur, i.e. NDC#, MAID#, quantity, etc., please
notify pre-authorization staff immediately to assure Program payment .

Period of Coverage

The effective date for Program coverage of preauthorized drugs shall
begin on the date the request is postmarked or date received by
phone. The pre-authorization shall remain in effect for the
specified time on the "Authorization to Bill" or until the recipient
becomes ineligible, whichever comes first.

CAUTION: Pre-authorization does not guarantee payment.
Recipient shall be eligible on date of service.
Verify by checking the recipient's Medicaid card.
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PHARMACY INFORMATION

A.

Reimbursement for Preauthorized Drugs

I. Selected pharmacies shall be reimbursed at the lower of the
MAC, if applicable, or Average Wholeshle Price (AWP) minus ten
(10) percent plus dispensing fee, or usual and customary charge

to the general public.

2. Private insurance companies and Medicare, if applicable, SHALL

BE BILLED PRIOR to submitting claims for payment.

Pharmacy Billing for Preauthorized Drugs-

Preauthorized drugs shall be billed in the same manner as drugs on
the Kentucky Medicaid Outpatient Drug List — utilizing regular
pharmacy billing statements notating the pre-authorization number in

the appropriate field.

Payment Inquiries

If pharmacies have any quest{ons regarding payment for submitted
preauthorized drugs, EDS should be contacted at 1-800-756-7557 or at

EDS, PO BOX 2009, FRANKFORT KY 40602.

ADDITIONAL INFORMATION

Any questions regarding the Drug Preauthorization Procedure shall be
directed to: .

[N
PO BOX 2036
FRANKFORT KY 40602

Telephone Number: 1-800-756-7558
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Agency Name

APPENDIX XIII
COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Vendor #

Agency Address

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES

Patient’'s Name MAID #
Address Medicare #
Birthdate

Other Insurance

Diagnosis

lnis is to certify that the following medical supplies are essential to meet the medical needs of this recipient.

Indicate Directions for Use of the Supplies)

nticipated Duration of Need: 0-30 days 1-6 months
Lifetime Indefinite
Date A Physician’s Signature
Address
License #

Jst be signed and dated by the physician.



MATL TO: EDS APPENDIX X1v
P.G. BOX 2009

FRANKFORT, KY 40602

i

3. Provider Name/Number /Address [4. Recipient Name
|

I5. Recipient Number

]
!

6. Fram Date of Service 17. To Date of Service I8. RA Date
| o

{ |

9. Internal Control Number (1f several ICNs attach RAs)

—____‘__—_——

Reason for Refund: (Check appropriate blank)

4. Payment from other source - Check the category and list name
Bealth Insurance (attach a copy of EOB)

b. Billed in error
—— C- Duplicate payment (attach g Copy of both Ra‘s)
If RA's are paid o 2 different providers specify to which provider
number the check is to be applied. v

T T e e —

d. Processing error oR Overpayment

Explain why

e, Paidtowrongprov:ide_r

f. Money has been requested — date of the letter /[
(Attach a copy of letter requesting money)

g. Other

Contact Name Phone :
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REPORT
MEDICAL ASSISTANCE ADVISORY COUNCIL -

Special Cdnmittee for
Home Apnea Monitoring

The special committee tg review the protocol relatad 0 apnea/bradycargia
home monitoring met Tuesaay, May 15, 1984, as requestag by the Kentycky
Medical Assistance Advisory Council at 1ts reqular meeting of Marcn 7,
1584,

Ms. Janet Rodgers, L.P.T., with the Visiting Nurse Association of Louisville,
Kentucky, serves as chairperson for the committee. Also serving on tne
committee and in dttengance at the meeting were the fo]lowing people:

Ooane Fischer, M.0., Department of Pedfatrics, University of
Kentucky Medical Center, Lexington, Kentucky

John Roberts, M.0., Neonatologist, Department of Pedfatrics,
Kosair-Childrens Hospital, Louisville, Kentucky

Patricta K. Nicol, M.0., Ofrector, Divisfon of Maternal ang
Child Healeh, Department for Healtn Services

Joy Oavis, R.N., Continuity of Care Loordinator, Keosair-
Childrens Hospital, Louisville, Keatucky

Maggie Murray, R.N\., Administrator, St. Claire Medical Centar
Home Healtn Agency, Morehead; Kentucky

[da Lyons, Program Cooruinator, Sudden Infant Jeatn Synarcme
Program, Division of Materna] and Chila Healtn

Additional peaple in attendance were:

Nileen Verbeten, Executive Ofrecror, Kentucky Home Healtn
Association

Fletcner Lutcavish, Assistant Ofrector, Division of Megical
Assistance, Deparwment for Social [nsurance

Jean Farrisee, Supervisor, Alternate Care Section, Oivision
of Medical Assistance

Peggy Nelson, R.N., Medical Policy Analyst, Electronic Daca
Systems Federal

Barbara Knox, Program Coordinator, Home Health Services, Oivision
of Medical Assistance

In developing tnis protocol, the comittee considered recent data avail-
able an home apnes monitoring as well as using the expertise of tne
mempers of the committae.

The camnittee recommended that the KMAP follow the guicelines of tnis
protocol in determining reimbursement 4nd approving nome apnea nonItoring.
The committee would welcooe the yse of tnis protocol Dy groups associaceg
w1Th 4nd 1nterested in home apnea manitoring.



The committee felt strongly that home monitoring must be a) precedeq ty
3 24-48 hour period of hospitalization for avaigation ang diagnostic

~orkup, b) coordinated prior to aischarge, c) followed-up with criteria
establisnea, and d) discontined wnen the monitor is no longer medically

necessary.

The pneumogram testing could presently be reimbursed as a nospital
inpatient or ocutpatient service.

The comittae recognizec that at the present time, however, thers is ng
KMAP coverage for tne pneumogram testing and evaluation provideq in the
patient's home. Since tnis m2y b€ necessary in determining the appropri-
dteness of discontinuing the monitor, tne committee strongly recommengs
that coverge be mage available for the pneumogram ana interpretatign
provided in the nhome. Timely aiscontinuation of the monitor hag the
patential of saving the KMAP money whicn would otherwise be Billed as
rental for a prolongea lengtn of unnecessary service.

/ep



The protocol s the product of 3 Special Committee convened
in May 1984 at the request of the Kentucky Mediczi Assistance
Advisory Council to provide advice ang guidelines on the
current state of knowledge and practice in the utilfzation of
dpnea monitors. The Committee was Organized because the Home
Health Technical Advisory Committas recognized the need to
develop appropriate standards and policies regarding the
utilization of Apnea/bradycardia monitors in order to assure
qualfty and safe care tg Medicaid recipients.



Case Management Protocol
Home Apnea Monitoring
Kentucky Medical] Assistance Program
Department for Soctal Insurance
Cabinet for Human Resgurtes

Introduction

THE PURPQSE 0F THIS PROTOCOL is to comnunicate the optimal components of

service for children Suspected of having

The protocel] will pe utflizeg
by the Kentucky Medicaj Assistance Program (KMAP) in dpproving requests for

Tinancial reimbursement for apnea bradycardia sonitors.



Protoco]

. MEDICAL CRITERIA FOR APNEA OIAGNOSTIC WORK-yp AND PLACEMENT OF HOME

MONITQRS

A. Definition of Apnea: The American Academy of Pediatrics Task Forca

on Pfrolonged Apnea defines prolonged apnea as “cessation of
breathing for 20 seconds or longer, or as a briefar episade
associated with bradycardia, €yanosis or pallor.*

3. Etfology: ttiology fncludes but is not Timited to seizure

disorders, seavere anemia, gastro-esophageal reflux, hypoglycemia,
cther metabolic disorders and impaireg regulation of breazhing.

C. Population at Risk

‘Child with observed apneic episode (without demonstrable
cayse)

*Child with history of apnea, cyanosis, birth asphyxia or
hypoxia of any cause '
‘Siblings of SIDS infant

“Premature infant less than 1500 grams

“infant of drug dependent mother

‘Child with tracheostomy

“Seiected children with certain cardiac arythecizs
“Children with specific seizure disorcars

0. Elements of Diagnostic Hork-Up1
1. REQUIRED elements of Study

‘History and physical examination
"Laboratory studies
C8C

Urinalysis

Chem 6 - (Sodium, Potassium, CO., 8UN,
Glucose, Chloride) Z

Calcium ~

Magnesium

Creatinine

'Cardio-respiratory monitoring (inpatfent) for 24-48 hour

with close professional observation of child
“Chest x-ray .
‘EXG

IIf the capapility for proper testing/analysis is unavailable, we recommend

dppropriate referral or consultation



II.

2. Recommended further Studies as indicated

“Pneumogram
‘EEGQ

“Blood/septic work-yp
‘Upper GJ

‘Spinal tap/lumbar puncture
‘CT Scan

E. Criteria for Monitor Placement

1. Presence of one or more

"Documented episode of apnea with bradycardia, Cyanasis or pallor
'Histgry of apnea described by parent or Caretaker baseq gn

"SIOS sibling )
“Multiple-birth SIDS'survivor(s)
‘Potential for airway obstruction

. Monitor order and need for monitor myst be included as part of
physictan's order/intformation on Home Health Plan of Treatment
recertification

F. Criteria for Continuation

monitor or discontinuation
"The physician ordering and recertifying the need for the monicor
TUST not be affilfated with the company Supplying the monitgr

Q. Critaria for Discontinuation of the Monitcr

"No clinical apnea for 2 months ynless sibling of SIpS. For
sibling of SIDS should leave monitor for 2 months longer than
number of months of 1ife of SIDS ,

‘Parent preparation and readiness

‘Clinicai Judgement ]

HOSPITAL DISCHARGE PLANNING

The foliowing items are the respoasibility of the hospital staff unger the
direction of the phiysician ordering the monitor. Alj} activities myst be

———

completed ang documented in the child's record rior tg discharqe,
prior to Ziacnarge



gParent(
This ex

AsSsessment

‘Parent(s)2 ability, acceptance and uncerstanding of the
purposes, responsibilities, risks and cenefits of nome

mgnitoring

‘Appropriateness c¢f home envirgnment

“Family support systems and coping abflitias

“Financial ability to support home care costs, including
utiiities

Equipment (supplied to parents prior to discharge)

‘Apnea and bradycardia monitor3 which has been ysed by the
Infant for a ainimum of 24 hours prior to hospital discnarge
*Two sets of connecting equipment appropriats for the monitor
(leads, belts, tabs, etc.)

‘Power failure alarm (1f not incorporated into monitor)
‘Observation and incident recgrg sheeats

Teaching ({ncludes instruction, discussion, demonstration of ang
the return demonstration by parents)

‘Placement of equipment
‘Attachment of monitor to child
“Operation of monitor, including setting alarm sensitivity
“Reading and interpretation of alarm
“Response sequence to monitor alarm :
‘Infant resuscitation techniques (use of mouth-to-mouth and CPR)
‘Recording of necessary information on forms
" ‘Emergency support plan, including names and phone numbers for:

Hospital emergency room

Key hospital staff

Physicians

Emergency squad or ambulanca

Power ccmpany

Medical equipment company for monitor malfunction or

failure

Home health agency nurse

Child care person

Transportation to hospital
“Safety measures _

Proper grounding

Access to telephone

Available flashlight

Noise control S

Close supervision of youdg-giblfngs

Instruction to older siblings

Secure placement of monitor

s) refers throughout t0 ‘parent or caretaker,
cludes the use of pad type moniztors.



0. Written Instructions (to be sent home with parents and to pe dtlached

to all home health dgency referrajg)

AT {tems in I7-C (Teaching ang Instruction) above
E. Physician referra]

‘The physician Aust contact the Home Health Agency and es.
tablish a Home Health Plan of4Treatment to order the
monitor and nursing visit(s).” The Home Health Agency
should work in close callaboration with the physician

and hospital Personnel in contacting the medica] equip-
ment company and making drrangements for the equipment,
‘Primary care Physician (unless already the ordering Physician).

F. Community Referrals

"Financial aid
‘Social services
‘Parent Support groups
‘Mental health

I1I. CoMMUNITY SERVICES
A.  Responsibilitfes of Home Health Agency Nurse

1. Collaborate with hospital staff to assure continuity of
coordinated care between hospital ang nhome

2. Contact with child ang family within 24 hours of hospital
discharge

3. Assass, review and reinforce alj items in I]-A througn 0
page 5.7

4. Raview Physical care needs of child with parent(s)

S. Assist in identifying additional resources (especially fc.-
relief) as needed

with special emphasis on 1ncorporat1ng the child into the
normal family structure : :

7. Review plans for follow-up care and coordinate comrunity
referrals '

4Every child discharged with a monitor will be referred tg a home heaith
agency prior to discharge. Contact should occur between the home heaith
4gency and the hospital discharge Plaaner tg discuss Specific patient care
Neeqs,

£
“Zquipment shouid be delivered and 24ppropriate 43pects of the emergency plan

reviewed with the Parent(s) prior to discharge.



8.

10.

Review and report pertinent findings to the.primary care
physician or apnea physician consuitant T 2 minimum of every 2
manths, {.e. numoer of spells of apnea; how long lasted;
gescription of spell; condition of patient during spell;

was CPR/gentle shaking required, how long since last spell,
th.

Prepare family for eventual discontinuation of monitor

Offer. emotional Support to family and be cognizant of typical
parental reactions

B. Responsibilities of Medical Equipment Suppliers

Collabarate with hospita] staff and home health agency to assyre
continuity of services between nospital ang home '

Frovide appropriats equipment and relatad supplies

Machine aperation

3. Review machine operation with parent(s) and
supply writtan instructions

b. Evaluate equipment in home within firce week,
i.e. written FSFSTT 10 physician and home heaith nurse

Maintain equipment
Review appropriata dspects of emergency plan with parent(s)

24 hour answering'service and respond to calls regarding
@onitor malfunction or failure in tinely manner

C.  Respcnsibilities of Primary Care Physicians/Apnea Physician

Consultants

1. Inftiate necessary referrals

2. Primary care physician and apnea Physician consultant (ir
applicable) should coordinate patfent‘s cara.

3. Provide ongoing education tg parents regarding the pathalogy
underlying the child's ipned ind regarding evencyal discone
tiauation of monitor :

3. Provide emotional support

S. Child's Progress should be evaluated by consultant or primary
care- physician at a minimm of every 2 Months after placement
ot monitor

§. Review the history of apnea andg dafly log of the child's status

7. Reyiew labaratory resylts



8. Evaluate blood levels of Prescribed Tedication ({.,.
Theophylline, Phcnourbftﬂ. etc.)

9. Dfscontinuation of monitor with dppropriate explanatign
to family )
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The protocol is the product of a Special Comittee convened
it the request of the Kentucky Med{cal Assistance Advisory
Counc1l to provide advice and gquidelines on the current state
of knowledge and Practice in the care of the home ventilation
pitient. The Committee was organized because the Home Health
Technical Advisory Committae recognized the need to develop
dppropriate standards ang policies regarding the care of the
home ventilation patient in order to assure quality and safe
car:'e to Medicaid recipients.



Case Management Protocol
for Care of the
Home Ventilation Patient
Kentucky Med{cal Assistance Program
Department for Social Insurance
Cabinet for Human Resources

Introduction

THE PURPOSE OF THIS PROTOCOL 1s to communicate the optimal components of
managing the ventilator dependent patient at home. The protocol will be
utilized by the Kentucky Medical Assistance Program (KMAP) in approving

requests for financial reimbursement for mechanical ventilators.

The placement and care of the ventilator dependent patient involves g
partnership among the physician, hospital, hbme heaizth agency and equipment
supplier. Because of the importance of oﬁgoing Patient care in the home
setting and necessity of reliable response systems, the referring hqspftal/

physician shall consult with the home health acency Prior to any selection of

equipment supplier.



I.

Eligibility Criteria

The following criteria must be met for a patient to be considereq
for a home ventilation program. If all criterisg are not met, a

hoae ventilator shall not be installed.

AQ

Medical

Candidates to be considered for 4 home ventilation program
shall be medically stable, possess a permanent tracheos

(for positive pressure ventilatfon), and be generally {nclydeq
1n, but not 1{mited to, the following categorfeg:

1. Injuries of the spinal cord

2 Irreversible neuromuscuylar disease

.

3. Sleep disorders

4. Chronic pulmonary disorders

5. Other neurological disorders

A person trafned in the care of patients who require mechanical
ventilation, (e.g., »iiaonologist, neonatologiss, intonsivise,
cardio thoraric surgeon, iaternist) shoyld review the need for
at home mechanical ventilation before institution.

Social - Environmental

1. The patfent's family/primary caregiver must be capadble of
comprehension and performance of duties and responsibilities
relative to ventilatory dependent patient care,

2.  There shall be documentation of caregiver's competence in
performance of patient care.

3. There shall be documentation of dcceptadble dwelling ang
physical facilities.

Communi ty Reiourtos

1. Emergency Medical Service.
2. Local physician to accept patient when applicable.

3.  Home Health Agency (with staff trained in care of
ventilator dependent patients).

4. Medfcal equipment supplier (with staff trained in care of
ventilator dependent patients).



II.

Home Ventilator Plan

The following are activities necessary for adequate ventilaeor
dependent care. When specific behavioral objectives are Stateq,
they must be met during the course of orfentation, Tnstruct1on, and
treatment (unless indicated as optional by an *). The responss-
bilities for performance of duties to the left dccording to the
following:

HO - hospital from which patfent will pe discharged tg home ;

HH - home health agency operating within county of patfent's
residence;

0 - durable medical equipment supplier.

In case of dyal responsib{lities, the agency listed first shall
assume responsibil{ty for implementation,

A. Assessment
~2mment

HO/HH 1, Primary caregivers shall possess the abflfty to accept

and understand the purposes, responsibilities, risks,
and benefits of home ventilator therapy.

O/HH 2. Oocumented assessoent of an ddequate home environment
shall de made prior tg discharge to evilizte the following:

a. Electrical capab{lfty

b. Size of doorways and rooms

C. Accessibility (steps, ramps, etc.)
d. Bathroom location

€. Availability of telephone

f. Adequate heating and cooling

9. Adequate refuyse disposal

h. Acceptadle area for supplies, equipment, and
exercise

HO/HH 3.  Adequate family support systems and coping mechanisas

shall be evaluated.

HO/HH 4, There shall be adequate ffnincial resources- to support

medical, home care, nutritionai, utilfties, and continued
family 1iving costs.

B. Imolementation

HO 1. The physician shal] write the orders for hooe ventflation.

-2-

NG e



HO

HO/HH
HO/HH
HO/HH

HO/D

HO

0/HH/HO

HO/D

The caregiver shall be instructed in the follo-ing;

a.

g‘

Anatomy and Physiq]ogy
Nutrition and Hydration

Personal Care

Tracheostdmy Care
- site care
- dressing/ties/changfng

- tube c]eaning/changing/insertton
- emergency care

Suction Procedyres

- hyperinf]ation/hyperoxygenatfon with manya)
ventilator (e.g., amdy bag)

Chest Phy:ic:hcrapy

= Percussion/postyral drainage
- breathing retraining

Physical Thercéy

= musculoskeletal exercise program
- aerodic retraining program

Yentilator Operation
circufte change

- equipment c]eaning/dfsinfectfon
- checking and cnang1ng parameters

- safety precautions
- checking and charging electrical back-up
- troudle shooting

Tracheostoqy Collar

humidiffer/nebulfzer operation

- cleaning/disinfectton

proper F10, setting

over hydra%ion Precautiong

- tudbing changes

- m2intenance of sterile/clean System

LI

-3



HO

HO/0

HO/HH

J-
k.

1.

Cardiopu1monary Resuscitation
Safety Precautions

- adequate grounding-

- response to alarms

T response to power faflurs

- response to machine faflure

- recognition of early signs of respiratory
distress .

T response to afrway'occlusion

= prevention of barotrayma

= Prevention of {nfection

- noise control .

- recognition of gastric distention

= supervisfon of smalil children

Medicationg

- name

- dosages

- frequencies

- actiong

= common side effects ang rationale for
notification of M.C. of home healtn agency

- contrafndications

Note: A1l fnstructions given to caregfver ang
patient shall pe accompanied by a written
procedure Statement, ang attached to home
health referral.

C. Specific Outies

In addition to the dbove, those agencies and 1ndividuals shali
have the following specific responsibilities:

1.

Home Health Agency

.

Collaborate with hospital staff and equipment suppliers
to assure continuity of coordinated care between
hospftal and home.

Organize one site visit with patient and family/
caregiver prior tg discharge.

Be prysically present upen arrival at home.

Assess, review, and reinforce all items included in
[T - A and 8 after discharge. :

Assess and assist in 1dent1fying additional resources
(especfally respite) as needed,



Encourage incorporation of patient intg routine
family structure ang lifestyle as mycn 4S possible,

Review follow-up plans ang coordinate commini ty
referrals.

Assist caregivers/family 1n arranging six mongh
revaluation by discharging physician or nig designee,

Have {n place twenty-four hour czll System.

Report all pertinent findings to primary care physician
25 needed or every two months,

Assist with drranging transportation as needed and
medically necessary. :

Make changes 1n ventilator parameters as ardered,
with {mmediate notification to the medical equipment
suppliers. :

Provide other supplies not avaflable from suppiier
or 1ncluded in vent{lator units.

Medical £quipment Supplier

4.

b.

Supply a ventilator qvailadle for patfent to use 7
to 14 days prioq to discharge.

Maintain accurate documentation of ventilator para-
meters.

Make changes 1n ventilator Parameters as ordereq
with {mmediate verpal ang written notification tg
the hose health agency. -

Provide supplfes necessary as ventilator adjunces to
dssure compliete ventilator operation.

Provide twenty-four hour call with one hour response
for equipment repair or replacement.

Maintafn avaflable services of 3 respiratory therapist
or respiratory therapy technician as identified by

the Netional Board of Respiratory Care.

Provide twenty-four hour electrical source.

Provide manual ventilator soyrce {with or uitnoqt
supplemental Cxygen as ordered).

. turer or company. protocol ang dssure proper equipment

function,



3.

p.

Provide functtona]]y safe alarm systems.

Provide personnel and equipment for transpore of
patient from hospital.

Yisit patfent a minimum of every week during the
first month ang ®Nthly after the inft1al month_

| Review cleaning/ster{11zat{an techniques with Care-

giver,

Provide home health patient with writtsn 1nstru¢tfons/
troudle shooting guide.

Reinforce knowledge of generator operatfons with
caregiver and provide written guide for patient.

Phxsician

a.

The discharging physician shall write all ventilator
orders and discharge orders. These shail be communi-
cated to the primary care (community) physician

where applicable.

The discharging physician will provide period six
Mmonth case review (or assign to another physician,
€.9., primary care physician),

care which may inclyde or exclude six month Care
review, at the discretion of the dfscnarging physictian.
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Case Management Protocol
In-Home 1Y Therapy
Kentucky Medical Assistance Program
Departmant for Sgcial Insurance -
Cabinet for Human Resources

Introduction

THE PURPOSE OF THIS PROTOCOL i to communicate the optimal components gf
managing the patient receiving IV Therapy at home. The placement and
care of the patient {nvolves a partnership among the physician, hospi tal,
home health agency, pharmacist and supplier. Becayse of the fmportance
of ongoing patient care in the home setting and necessity of reliable
response ‘systems, the referring hospttal/physician shall consult with

the home health agency prior to any selection of supplfier,



Case Management Protocol
In-Home IV Therapy
Kentucky Medical Assistance Program
Oepartment for Social Insurance
Cabinet for Human Resources

Introduction
The purpose of this protocol 1s to identify the basic comoonents of
intravenous therapy and to establish criteria and guidelineg for safe
institution, maintenance and termination of Iy Therapy in the home
I. DEFINITION
Intravenous therapy is the administration of fluids, medication

and/or nutritional products via the venous route and al}l those
processes involved with its 1nstitutfcn, maintenance and termination,

SECTION A
II. IV FLUID REPLACEMENT IN THE HOME

A.  Medical Criter{a

1. Inability of patient to take adequate nutritional products
orally, v )

2 Physical signs of dehydration.

3. Baseline laboratory data with appropriate periodic eval-
uation and laboratory screening. BSasejine laboratory
data should fnclude: WBC and different1al, Hat and/or
Hct, BUN, Glucose and electrolytes. Other tests are to
be done as indicated by the patients condition or diagno--

4. Safety of the Iy fluids for home administration.

5. Patfent in clinically stable condition; exception for
terminal 1llness with voluntary consent of patient and/or
caregiver,

6. Approved by a physician and seen by his/her agent ({.e.
home health nurse) {n the preceding 24 hoyrs. Arrangements
made for physician follow-up during therapy and after {1tg
termination.

3. Hospital Dfscharge Planning



1.

Assessment

a.

Patient's and/or primary caregiver's willingness ang
mental and pnysical capavility in administering Iv
therapy,

Patient and/or primary Caregiver acceptance ang
understanding of the purposes, responsibilftfes,
risks, and benefits of home 1v Therapy,

Mutual consent of caregiver and/or patient ang
physician. Consent form for home IV Theraqy signed
by responsible person prior to discharge with signed
Copy of form to home health agency. For non-hospi-
talized patient, consent form signed in the home by
patient or other legally responsible person prior to
institution of Iy Therapy. A sample of 3 consent
form nas been included. (Appendix I)

Availability of medical Supply delivery systam.

Physical facilities of the patfent's residence
should pe appropriately equipped and conducive to
the safe addministration of intravencys therapy.

Accessibility of the home to health professionals.
(Consideration of travel time ag opposed to actual
mileage.)

Availabilfty of nursing personnel on a 24-hoyr
basis,

Age of patient. (Children under S years are not
deemed as aopropriate candidates for fluid replacment
home 1Y Therapy, however, €xceptions can pe considereqg
Tn specific cases. The opinions of all members of

the health team, Including the family must be taken-
into consideration pefore 2 final decision is made.)

The illness or condition shoyld be amenable to

Care at home 1ncluding reasonable expectation that
the patient‘s medical, nursing and social needs can
be met adequately fn the hooe 1nclud1ng a plan to
meet medical emergencies.

Teaching

Teaching (includes fastruction, discussion, demonstration
of and retyrn demonstration by patfent and/or primary
caregiver) until person tayght is Competent in procedures
to be followed at home .



Recommendat1ons:

-Standards for teaching should be those of
the Natfonal Intravengys Therapy Association

(Appendix 1)

-Nursing personnej teaching IV Therapy shoylq have
specialized IV skills,

Specifics of Teaching:

(1)

(2)

(3)

(4)
(5)
(6)
(7)
(8)
(9)

aseptic technique

proper adminstration of Iv fluids: ie.,
priming 1V tubing, etc

signs/symptoms of complications ang their
specific interventions

(a) phlebitis

(b) 1nfiltration

(c) leakage of fluid

(d) separation of line

(e) air 1n 11pe

(f) contamination

(9) fluid overload

(h) occlusion

procedure for 24 hoyr problem reporting
type, amount ang rate of fluids
delivery system (pump, etc.)
@maintenance of patent IV 1{pe
appropriate storage andg rotation of supplies

dppropriate area for IV flyid administration

(10) safe discarding of disposable equipment



l/Refer
Nursin

(11) addition of medicatfons {f ordered (i.e, vitaming
KC1)

(12) interpretation of labels on IV fluid containers
to 1nclude expiration dates

(13) assessment of IV fluid for contamination

b.  Written fastructions (to be sent home with patfent/
caregiver and to be attached to a1l home health
agency referrals).

3. Physician Referral
3. The physician fs to work 1in close collaboration with
hospital personnel in making the necessary arrangements
for discharge of the patient.

b.  The physician or his representative are to contact
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for the IV Therapy and
nursing visit(s).

C. Notification of primary care physician if other than
the physician Ordering the [Y therapy..

d. Specifics:

(1) I.Y. fluids are to be ordered according to
type, amount, rate, additives, duration, route
and method of delivery,

Community Services
1. Responsibiifties of Home Health Agency Nursel/
a. Collaporate with hospital staff tg dssure contfnuity
of coordinated care between hospital and home to
fnclude communication with physician medical suppliers,
pharmacists and other health professionals as indicateq.

b. Contact with patient/caregiver same day as discharge
from hospital.

C. Assess patfent's condition.

d. Assess home environment and i€ found to be
unsuitable, contact the physician,

e. Assess, review and reinforce alj items in 2a above.

to Appendix III for opinfon statement of the Kentucky Board of
g (July 1984) reqarding L.P.N. practice in IY Therapy.
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f. Return demonstration by responsible person of ﬁro-
cedures taught in the hospital, (Refer to NITA
standards in Appendix [I.)

9. Assist in Tdentifying additional resources (especial1y
for relief) as needed.

h.  Review plans for follow-up care and coordinate
community referrals as necessary.

1. Assure consent form is signed.

J. Assyre that al] supplies are in the home to render
IY Therapy.

k. Notify the oatient/caregfver of emergency Numbers ;
home health agency, physician, medical supplier and
availadbility of 24-hour services.,

1. V¥isit patient on a regular and appropriate pasig
when on continyous IV fluid therapy as deemeg nec-
€ssary by the physician and/or patient's condition.

m. Maintain regular contact with physician and other
disciplines as fndicated.

N. Adhere to the following standards specific to nursing
activities for IV Therapy:

(1) Check IV fluids for contaminstion ang expiration
dates

(2) Use of povidone/fodine or other apporoved topical
antf-microbfal prep for IV site (for jodine
allergies use 70% alconhal prep)

(3) Change IV site every 72 hoursl/

(4) Apply sterile occlusive dressing to IV site

(S) Remove plastic cannylas 4t terminatfon of IV
Therapy with proper inspection

(6) Assure that a volume Halting device is attacheq
to IV fluid containers for pediatric patfents

problem

E/Venous access sometimes dictates frequency of site changes. Above
guideline is to be useqg as a norm.



Use of Hepain lock recommended for periphe

therapy.

Refer to NITA standards
of practice 1isteq unde
Programs. (Appendix Il

+ specifically reco
r heading #32, Home
)

ral Iy

mmendations
IV Therapy



I11.

SECTION 8

IV _ANTIBIOTIC THERAPY IN Tyr HOME

A.

Medical Criteria

L. Documentation of infection including any availaple cultyre
and sensitivity reports.

2. Infectious Process that can best pe treated with Iy
antibiotics, i.e., antibiotic not available ip oral form

facility.
4. Safety of Iy antibiotic for home ddministration,

5.  Patients seen by physician in preceding 48 hours before
discharge,

6. Patient {n c]fnica]ly stable condition; exception for
terminal 111ness with voluntary consent of Patient and/or
caregiver,

7. Oepenaasie Y route.
Hospi tal Discharge Planning

The following 1items are the Fesponsidility of the hospitail
staff under the direction of the physician ordering the home
IV Therapy. All activities myse be completed and documenteq
in the patient's record prior tp discharge.

1. Assessment

2. Patient's and/or primary caregiver's willfn ness and
- - . g

b. Patient's and/or primary Caregiver's acceptance and
understanding of the Purposes, responsibflities,
risks, and benefits of home 1y Antibiotic Therapy.

€. Mutual consent of caregiver and/or patient ang
physician. Consent form for home v Therapy signed
by patient or other legally responsible person prior
to discharge wity signed Copy of form to home health
agency. A sample of 2 consent form has been included.
(Appendix I)

d. Availability of medical supply delivery system.



€. Physical facilities of the patient‘s residence
should be dppropriately equipped ang conducive tq
the safe administration of intravenoys therapy,

£. Accessibility of the home to health professignais.
(Consideration of travel time as opposeq to actual
mileage.)

g. Availability of nursing personnel on a 24-hoyr
basis.

h. The illness or condition shoyld be amenable ¢g
care at home including reasonaple expectation that
the patient's medical, nursing ang social needs can
be met adequately in the home inclyding a rlan to
meet medical emergencies.

Teaching

Teaching (includes instruction, discussion, demonstration
of [V techniques and retum demonstration by patfent
and/or primary caregiver) untfl person taught ig Competent.
in procedures to be followed at home.

Recommendations:

-Standards for teaching should be those of the Natfonal
[ntravenous Therapy Association (NITA). (Appenaix [])

-Nursing personnsl tétching IV Antidfotic Therapy shoyld
have specfalfzed [y skills. Nurse tg be knowiedgeable
about the specific IV antibiotic ordered (may refer tg
pharmacist, manufacturer's instructions, etc.).

-Teaching should be done using simplifieq teras at the
patient and/or caregivers level gf understanding.

2. Specifics of Teaching:

{1) aseptic technique
(2) proper administration of [v antibiotics

(a) appropriate "thaw time®™ for premixed
refrigerated or frozen antidiotics

(b) antibiotics should not be given IY pysh.
(Refers to rate)

{3) signs/symptoms of complications and their
specific interventions

{a) phlebitis

(b) cellutitis
(c) infiltration
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(d) break and leaks in administratign
set or Catheters

(e) Séparation of line

(f) air in line

(g9) afr emholism

(h) contamination
(1) bleeding
(J) allergic reaction
(k) occlusion

(4) Procedure for 24 hoyr problem reparting

(S)  type, dmount and rate of 1y antibioticg
(rate of administration important. especially
with aminoglycosides)

(6) delivery systom (volutrol if fndicateq, etc.)

(7) maintenance of patent IV 1{ne

(8) checking of bag for pin hole leaks

(9) appropriate storage and rotation of supplies
(refrigeration or freez1ng will be necessary
for preafxed entibiotics)

(10) appropriate ares for [v flufids administration
(11) safe dfscarding of disposable equipment

(12) {nterpretation of labels on Iv antibiotics
to 1ncluge expiration dates

(13) dssessment of IV flyig for contamination

(14) preparation of v antibiotic {f not delivered
premixed

(15) appropriate Intervals for administration of v

(16) side effects for specific antibiotic or class
of antibiotics; i.e., aminoglycosfqes (ototoxicity:

b. Written instructions (to be sent home with patient/
Caregiver and to be attached to 317 home health
agency referrals).

Physician Responsibilfitiag

a. The physician 1s to work in close collaboration with
the pharmacist and hospital rersonnel in making the
necessary arrangements fgr dfscharge of the patfent.
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€. Notification of primary care physician if other than
the physician ordering the ]y therapy,

d.  Specifics:

(1) L.v. antibiotics are to pe ordered according =g
type, amount, rate, ddditives, duration, route
and method of delivery

(2) Appropriate Iaboratory studies for:

(a) toxicity ({.e., weekly BUN, creatinine,
urinalysis; hearing ang vestibylar testing
on a regular basis fgor aminoglycoside

(db) therapeytic efficacy (peak and trougn
serum leveis)

(3) Arrangements made for orompt notification of
physictan regarding lab valyes

(4) Perfodic personal followup/c]fnical assessment
by physician

Pharmacist Responsiﬁilftfes

4. Communicate with the physician, hospital personnel
and HHA to coordinate resources necessary for dig.
charge,

b. Yerify/evaluate physicifan's orders.

c. Evaluate for reimbursement sources.

€. Assure proper preparation of Iy antibiotics.

f. Prepare dppropriate lapels for parenteral container ¢o
1nclude:

(1) patient‘s name
(2) physician's name
(3) date

(4) drug(s)
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(5) dosages (strength)

(6) expiration date

(7) dfluent

(8) administation rate

(8) require a Federai labeling

(10) other Precautionary Statement(s) if indicated

Act as resdurce'person for HHA nyrse in regards to
antibiotic ordered.

(1) storage of antibiotic

(2) stability

(3) compatibilf{ty

(4) reconstitytion of antibiotic if not premixed

(S) rate

(6) necessary supplies

(7) other {nformation specific to antibiotie ordered

D. Coamuni ty Services .

1. Responsibilities of Home Health Agency Nursel/

4.

Collaborate with hospital staff ¢ dssure continyity
of coordinated care between nospital and home to

Contact with patient/caregiver same day as
discharge from hospital.

Assess patfent's condition.

Assess home environment and if found to be
unsuitable, contact the physician.

Assess, review and refinforce ali items under Hospital
Discharge Planning #2 (Teacning),

l/Refer to Appendix 111 for opinion statement of the Kentucky Board of
Nursing (July 1984) reqgarding L.P.N. practice in Iy Therapy.
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f. Return demonstratign by responsible person of Procedyres,
taugnt in the hospital. (Refer to NITA standards i,
Appendix II.)

g. Assist in 1dent1fy1ng additional resources
(especially for relfef) as needeq,

k. Notify the patient/caregiver of emergency nabers;
home health agency, Physician, medical supplfer, ang
availability of 24-hour services.

1. Visit patfent on a4 reqular and appropriate hasis
when on antidbiotic therapy ag deemed necessary by
the physician and/or patient's condition.

m.  Assess for appropriate laboratory @oni<oring.

n. Mafntain regular contact with physician and other
disciplines as indicateq. Physician to receive
prompt notification of lab resylts.

O. . Adhere to the following Standards specific to
nursing activitfes for Antibiotic Iy Therapy:

(1) Check 1v antibiotic containers for
contamination ang proper labelfng

(2) Use of povidone/iodine or other approved
topical anti-microbial prep for IV site prep

(3) Use Heparin lock

(4) Change IV site every 72 hourse/

(5} Apply sterile occlusive dressing to IV site

(6) Remove plastic cannylas at termination of IV
Therspy with Proper inspection

p. Refer tao NITA standards, specifically recommendatfions
of practice listed ynder heading #32, Home [Y Therapy
Programs. (Appendix 11)

E/Venous daccess sometimag dictates frequency of sfite changes. Apgye
quidelfne is to be used as a norm.
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Iv.

SECTION ¢

TOTAL PARENTERAL NUTRITION (TPN) IN THE HoME

AQ

Medical Critaria

1. Inability of patient to take nourishment by any other
route.

2. Medical condition warrants ongoing need for TPy according
to physician's assessment.

3. Initiation of TPN Tn hospital or gther medical facility,
4. TPN formyla has been consistant for a 3 ¢ 4 day period.

5. Patient stabfifzed on TPN regimen which will pe given {n
the home (contfnuous or cyclic).

6. Monitoring of lap values on regular basis (at least
ekly) with stabil{ization of values prior to discharge.

7.  Patients seen by physician in preceding 24 hours before
discharge. .

Y. Patient 1in clinfcally stable cond{tion; exception for
terminal f1lness with voluntary consent of patient and/

or caregiver,
9. Intact centrai line,-
Hospital Ofscharge Planning

The following {tems are the responsidbility of the hospital
Staff under the direction of the physician ordering the home
TPN Therapy. A1l activities must be completed and documented
in the patient's record prior to discharge.

1. Assessment

a. Patient's and/or primary caregiver's willingness and
mental and physical Capability in administering TPN
therapy.

understanding of the purposes, responsibilfties,
risks, and benefits of home TPN Therapy.

C. Mutual consent of caregiver and/or patient and
physicfan. Consent form for home TPN Therapy signed
by patient or other legally responsible person prior
to discharge with signed copy of form to home health
agency. A sample of a consent form has been included.
(Appendix 1)



d.  Availability of medical supply delivery system.

e. Physical facilities of the patient's residenca
should be dopropriately equipped and conducive to
*7e safe administration of TPN therapy.

f. Accessibility of the home to health professionals.
(Consideration of travel time 4S opposed to actyal

9- Availability of nursing and pharmacy personne} on a
24-hour basis.

h. The illness or condition shoyld pe amenable t¢g
care at home including reasonadle expectation that
the patient's medical, nursing and sociaj needs can
be met adequately in the home including a plan to
meet medical emergencies.

Teaching

Teaching (includes instruction, discussion, demonstration
of TPN techniques and return demonstration by patient
and/or primary Careyiver) uatil person taught 1s competent
in procedures tg be followed at home. .

Recommendations:

-Standards for teaching should be those of the Natfonal
Intravenous Therapy Association (NITA). (Appendix II)

-Nursing personnel teaching TPN Therapy should
have specialfzed IV skills and pe knowledgeable
in the specifics of TPN Therapy (may refer to
pharmacist, manufacturer's instructfons, etc. ).

-Teaching shoyld be done using simplifieq terms at the
patient and/or caregivers level of understanding.

a. Specifics of Teaching:
(1) aseptic technique
(2) proper adaministration of TPN

(a) infusion controller device necessary
(recommend simplified pump with alarm
system)
{b) warming of refrigeratag TPN solution for
dpproximately 18 . 24 hours at room
temperature

Hry



(3)

(4)

(5)
(6)

(7)

(8)
(9)

£10)

(c) use of filter (.22 micron) - lipid salutions
- 1o be fnfused below filter as Close tq
Catheter as possibla
(d) ordereq additives (vitamins, €tc.) to pe

signs/symptoms of Complfications and theip
specific interventions

(a) hypo/hyperg]ycemia
(b) fluid overload

(c) dehydration

{d) local and systemic Infectiong

(e) electrolyte imbalances

(f) breaks ang leaks 1n administration
set, catheter line, solution container
thrombophlebitis

air embolism

bleedfng

fatty emdolism

occlusion

Separation of line

infifltration

sUTD problems

TNTNAS e~ e
3 A= A Te)
Q'vvvwvvv

-
.o

procedure for 24 hoyr problem reporting
(a) physician

(b) HHA Ayrse

(c) supply company (vendor)

(d) ambulance

(e) pharmacist

notification of utilicy companieg

list of composition of TPN solution to
include amount and rate

cyclic or contfnuous administration

(a) tapering schedule for cyclic addainistration
- 45 ordered

maintenance of patent central line-heparinfzation
use of approved central catheter clamps

(a) proper clamping
weekly rotation of clamp site

dssessment of TPN cantainers for leaks,
contamination and Proper lapbeling
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(14) dppropriate work arez for Preparation,
initfation and dfscontinuation of TPN

(18) safe discard of disposables

(16) monitoring of urine Sugar/acetone on regular
basis during and aftap TPN administratign

(17) dafly monftoring of temperatyre

(18) daily weights if practical

(19) intake and outpuyt 1f ordered by Physician

(20) ongoing dssessment fqr complications with
occur

(21) care of central catheter Site (cleau/sterile)
(with Hickman/srovfac Catheters, use sterile
technique first'montn, then may yse clean
technique)

(a) use of povidone/fod{ne prep at cztheter

(b) sterile occlusive dressing tg pe changeq
on a regular basis ang prn

(¢) percutaneoys Catheter-myst yse sterile
technique

(22) securing a1 catheter junctions ang taping of

(23) daily changing of luer-lock Catheter caps
using sterile technique

active lumen
(b) use of Valsalva maneyver when changing
caps of Percutaneoys line



b.

(27) 1ipid solution to hang no more than 12 hoyrg
(28) oral hygiene bid

(29) promotion of active ohysical exercise in accord-
ance with patient's capatilitiesg

Written instructions (to be sent home with patient/
caregiver and to be attached to all home heaith
agency referrals).

Physician Responsibilitfes

a.

The physician is to work in close collaboratign with
the pharmacist and hospita] personnel in making the
hecessary arrangements faor discharge of the patient.

The physician or his reoresentative is tg contace
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for TPN Therapy and nursing

‘visit(s).

Notification of primary care physician if other than
the physician ordering the 1y therapy.

Specifics:

(1) 7PN therapy is to be ordered according to
concentration of qlucose/aming acid mixture,
amount, rate, additives, duration, route and
method of delfvery

(2) Appropriate laboratory studies should include:
(a) SMA-18 or equivalent battery of tests,
mg  level 1 - 2 times per month after
patient is stablizeq

(3) Arrangements made for prompt notificatign of
physician regarding lab valyes

(4) Perfodic personal followup/clinical assessment
by physician

(S) ODetermination as to discontinuation of TPN
(specify tapering schedule)

Pharmacist Responsibilities

a.

Communicate with the physician, hospital personnel
and HHA to coordinate resources necessary for dis-
charge,
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b. Verify/e

(1) Aav
and

c. Evaluate

d. Assist n
) needed.

e. Assure p

(1} ste
(2) fol

rat
(3) pre

valuate physician's orders.

ise/counsel physician regarding avaf]abi]ity
selection of TPy products

for reimbursement sources.

urse and/or patient in teaching process as

roper preparatfon of TPy solution,

rile technique requireq

low manufacturer instructions for prepa-
fon

pared by pharmacist or traineg technician

under direct supervision of Pharmacist

f. Prepare

labels for TPN container g include:

(1) patfent's name

(2) date

(3) physician

(4) concentration of glucose/aming acid mixtyre
(€Y additives

(6) dosages

(7) expiration date

(8) required Federal labeling
(9) other Precautionary statements {f indicated

9. Act as r
TPN soly

(1) sto

esource person for HHg nurse 1n regards to
tions.

rage of TPN

(2) stabflity
(3) compatibility

(4) pre
(5) rat
(6) nec

paration of TPN in home if net premixed

e
essary supplies

(7) adminfstration
(8) complications
(9) other information specific to TPy

0. Communi ty Services
1. Responsibil{t

fes of Home Health Agency Mursel/

a. Collaborate with hospital staff o assure continuity

l/Refer to Appendix [I] for
Nursing (July 1984) regard

opinion statement of the Kentucky Bosrd of
Ing L.P.N. practice in IV Therapy.
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b. Contact with Patient/caregiver same day ag
discharge from hospital.

. Assess patient's condition.

d. Assess home environment ang if found to pe
unsuitable, contact the physician,

€. Assess, review ang reinforce all jtems under Hospita)
Discharge Planning #2 (Teacning),

f. Return demonstration by responsible person of pro-
Ceédures taught in the hospital,

9. Assist in identifying additional resources (especially
for relfef) as needed,

h. Review plans for follow-up care and coordinate
community referrals as necessary.

1.  Assure consent form {s Signed.

k. Notify the patient/caregiver of emergency numbers;
home health agency, physician, medical supplier, and
availabilfty of 24-hour services.

1. Visit patfent ¢n 2 reqular and dppropriate basis
when on TPN therapy as deemed necessary pdy the
physician and/or patient’s condition,

m. Assess for appropriate laboratory monitoring.

n.  Maintain regular contact with physician and other
disciplines as indicated. "hysician to receive
prompt notification of lap results,

0. Addition of extension set to Percutaneous catheter
1f indicated.

Refer to NITA standards, specifically recommendations of
practice 1isted under heading 432, Home IV Therapy Programs.

(Appendix II)
E. .Special Considerations
1. Self-Mixing of TP¥ Solutions in the Home .
3.  (areful assessment of patient's or primary caregiver's

willingness ang physical and mental Capapility in
self-mixing and administering TPN.
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Appropriate well-ventilated work area identifieqg
specifically for self-mixing.

Proper procedures for preparing work area Just prior
to self-mixing.

Sterile gloves to be worn during preparation (mask
to be work {f deemed necessary - upper respiratory
infection). -

Sterile technigque.
Demonstratfon at home by person preparing TPy,

Written fnstructions of step-by-step procedure for
self-mixing. :

Preparation to be done just prior o administration:
therefore, refrigeration not required.

Agitation of TPN container after each additive,

Addition of additives in proper sequence (see
manufacturer's instructions).

Follow other guidelines specified for pre-mixed TPN
solutions.

Implantable Venous Access Devices (IVAD's) in TPN Therapy.

d.

b.

Use of #19G Huber needle (right angle) with extension
set. Needle to be changed weekly ang prn.

Heparinization of IVAD with at least 9 cc Heparin
(due to extension set).

Weekly dressing change to coincide with needle
change (use transparent sterile dressing).

Keep record of number of punctures and dqauge needle
used,

Ofscourage use of ILAD for obtaining blood specimens.

Person with IVAD should carry 10 regarding IVAD and
1ts location.

Follow ather guidelines for TPN specified in thisg
protocol.



v.

SECTION O

1V_CANCER CHEMOTHERAPY IN THE HOME

Introduction
——ection

administration of lv chemotherapy. Muych research is ceing done in
the field of Iy chemotherapy which will result 1n new methods of
treatment. Therefore, the guidelines contained herein are stateq
in general terms. Professional health personnel {nvolved with home
1y chemotherapy need to be aware of the rapid changes occurring in

this type of therapy which will require that they contact knowi-

edgeadble medical personne] to obtain up-to-date information ang
guidance in the proper procedures necessary for safe ddministratign
of IV cancer Chemotherapy in the home,

A. Medical Criteria

1. Initial doses of v chemotherapy given in medical facilicy
(hospital, outpatient clfnfc or other location where
physician in attendance).

2. 1y chemotherapy can be safely administereq in the home.

3. Patient has difficulty accessing medical facility and
desires chemotherapy in the home.,

4. Acceptable lad values {blood counts and chemistries ag
Tndicated) with periodic evaluations,

S. Assessment of patient's physical ang mental status by
physician to determine candidacy for home [V Chemotheraoy.

6. - Approved and seen by physician in preceding 24-48 hoyrs
with arrangements made.

7. Provision made for local physician to follow if patient
has more than 2 hour drive to locatign where Chemotherac,
was fnstituted. Arrangements shoyld include written
correspondence, discharge summaries and ladb and X-ray
reports as a ainfmum.

8. Hospital Ofscharge Planning

The following items are the responsibility of the hospital

staff under the directfon of the physician ordering the home

Iv Cchemotherapy. All activities myst pe Completed and documanteq
in the patient's record prior to discharge.

1. Assessment

a. Patient's and/or pPrimary caregiver's willingness ang
mental and physical capability in ddministering [V
Chematherapy.



b. Patient's and/or primary Caregiver's acceptance and
understanding of the purposes, resoonsioilities,
risks, and benefits of home v chemotnerapy.

€. Mutual consent of caregiver and/or Patient ang
Physician. Consent form for home Iy cnemotherapy
signed by patient or other legally responsible
person prior to discharge with signed Copy of form
to home heaith agency. A sample of 4 consent form
has been inclydeq. (Appendix I)

d. Availability of medical supply delivery system.

€. Physical facilities of the patfent‘s residence
should be dppropriately €quipped ang conducive tg
the safe administration of Iy chemotherapy.

qg. Availabi]fty of nursing and pharmacy personnel on 3
24-hoyr basis.

h. The fllness or conditfon shoylg be amenapie t2
care at home including reasonable éxpectation that
the patient's medical, nursing and social needs can
be met ddequately fn the home including 2 plan to
meet medical emergencies.

Teaching
of IV Chemotherapy techniques ang return demonstration Sy
patient and/or primary caregiver) ynti} Person taugnt i;

competent 1n procedures to be followed at home.

Recommendations:

-Standards of teaching should be those of the National
Intravenous Therapy Association (NITA). (Appendix IT)

~Teaching shoyld be done using simplified terms it the
patient and/or caregivers level of understanding.

a. Specifics of Teaching:

(1)  aseptic technique



(3)

Proper administration of Iy chemotherapy

{a)

{b)
(c)
(d)

3 separate compartment in refrigeratgor
(sealed in plastic container)

warming of chemotherapy solution accarding
t0 pharmacists' Tnstructions

use of .22 micron filter (Exception-- No
filter with actinomycin.p)

use of appropriate infusion device (smajj
volume with alarm)

complications

(a) drug-related (depends on type Chemotherapy
agent being administereaq)

(b)

(c)

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
(11)
(12)
(13)-

oral lesiong

G-1 disturbances

alopecia

neurological disturbancas

anemia

hematological side effects

electrolyte imbalances

cardiac toxfcity

pulmonary toxicity

vascular disturbances

flu-like Syndrome (malaise)

genitourinary disturbances

anaphylaxis

a2. specify procedures for treating/
transporting

prompt notification of physician when
comp]ications/side effects occur

other complications

(1)
(2)

(3)
(4)

(S)

(6)
(7)
(8)

(9)

sepsis

breaks and leaks in administration

set, catheter line, solytion containe-

thromboph)ebitis

air emdolism

bleeding

occlusion

separation of line

extravasation

43. specify procedures to uyse for
extravasation

pump problems
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(4) procedure far 24 hoyr problem reportiag
(a) physician
{b) HHA nurse
(c) supply company (vendor)
(d) ambulance
(e) pharmacist
(S} notiffcation of utility companies

(6) list of compasition of Chemotherapy solution to
include amount, rate and expiration date

(7) short or long term aaministration (depends on
drug ordered)

(8) maintenance of patent central line-heparinizat:gn
(9) use of dpproved central cathetar clamps

(a) proper clamping
(b) weekly rotation of clamp site

(10) assessment of chemotherapy containers for
leaks, contamination and proper labeliag
(do not squeeze bag)
(11) appropriate storage and rotation of supplfes
(12) recorded inventory checks on reqular tasis

(13) appropriate work area for 1nitfation and
discontfnuation of Chemotherapy solytion

Note: Strongly_recommend that chemotherapy
solutions not be mixed in the home.

(14) disposable gown, latex gloves and mask to de
worn during initiation ang discontinuation of

(15) discard al1l disposables in contact with chemo-

: therapy solution in leak and puncture proof
containers marked h&zardous wastes and place in
sealed container - transport tc medical facility
for disposal

(16) procedure to be used if accidents occyr -
accidential needlestick, spills

(17) daily monitoring of temperatyre

(18) daily weights if practica)
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{19) ongoing assessment for complications with
notification of physician, HHA nurse if they
occur

(20) care of central catheter {f patient has gne
(clean/sterile-with Hickman/Broviac Catheters,
use sterile technique firse month, then may
use clean tachnique)

(a) use of povidone/iodine prep at catheter
site

(b) sterile occlusive dressing to be changeq
on a regular basis ang prn

(c) percutaneoys Catheter-myst yse sterile
technique

(21) securing all catheter Junctions ang taping of
catheter to body

{22) changing of luerolock-catheter caps using
sterile technique aftapr €ach dose chemg-
therapy; twice Per week when not receiving
chemotnerapy

(a) for multiple lumen Catheter, change cap of
active lumen

(b) use of valsalva naneuver when changing
Caps of percutaneoys line

(23) chemotherapy 11ine should not be used for other
medical purposes (except where there are no
Oother alternatives, terminal patients - no
other venouys access)

Note: Strongly recommend that home [V Chemo-
therapy be administered via central line,
especially vesicants.

(24) change 1v tuding with each dose of chemo-
therapy (for a 3-5 day continyouys infysion,
do not change tubing). an tudbing to de
primed with chemotherapy solution prior to
infusion

(25) Chemotherapy solution to hang for as Tong ag
ordered

(26) all connecting sites on Iy apparatus are to
have luer-lock devices and be taped

(27) oral hygiene bid

(28) promotion of active physical éxercise in accord-
ance with patfent's Capapilities

-5-0



b. Written instructions tg be sent home witn patienty
caregiver and tg pe attached to all home nheaitn
agency referrals.

Physician Responsibilities

a. The physicfan {g to work in close collaboration with
the pharmacist andg hospital personnel in making the
necessary arrangements for discharge of the patient.

b. The physician or his representative is tg contact
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for Chemotherapy ang nursing
visit(s).

€. Notification of primary care Physician if gther than
the physician ordering the chemotherapy.

d. Specifics:
(1) chemotherapy orders to include:

(a) name of drug

(b) dose
(c) rate
(d) duration
(e) route

(f) method of delivery

(2) periodic lab studies required and ordered
according to drug being given

(3) periodic accessments of patient by physician
and/or representative

(4) automatic stop orders for Iy chemotherapy
for particular 1ap values and/or physical
findings

Pharmacist Responsibilfties

Introduction
~——-_Jcuction

Pharmacists fqvo!ved fn the preparatfon of IV Chemotherapy
agents should possess adequate knowledge and skills

preparing, handiing and disposing of chemotherapy drugs
and supplies. They should alsg be knowledgeable regarding
proper dilutions, adeinistration guidelines and special
precautfons. It ig recommended that thege pharmacists
Possess up-to-date reference materials and develop good
working relationships with personnel who are experts in
the field of Chemotherapy.
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Communicate with the physician, hospital persannel
and HHA to coordinate resources necessary for dig-
charge.

Verify/evaluate physician's orders according tg
compatibflity with other drugs/fluids, dose
levels, administration rates.

Evaluate for reimbursement sources.
Assist nurse and/or patient in teaching process.
Assure proper preparation of chemotherapy solution,

Note: Recommend that Type II, Class a3 vertical
flow hood be used for preparation.

(1) sterile technique required

(2) follow manufacturer's instructions for prepa-
ration

(3) prepared by pharmacist or trained technician
under direct supervision of pharmacist using
Proper attire as indicated

Prepare labels for chemotherapy container to inclyde:

(1) patient's name

(2) date

(3) physician

(4) concentratian of Chemotherapy agent
(5) dosages

(6) expiration date

(7) required Federal labeling

(8) other precautionary statements

Act as resource person for HHA nurse in regards to
chemotherapy agents,

(1) storage

(2) stabiitty

(3) compatibflfty

(4) rate

(5) necessary supplies

(6) adminfstration

(7) compltcations

(8) other information specific to chemotherapy
agent being used

(9) proper disposal of supplies used in adminis-
tration of chemotherapy

Matntain patient profile inc]udfng Cumulative doses
of chemotherapy agent,

-7-D



D. Communi ty
1. Respo

a.

Services

nsibilities of Home Health Agency Nursel’/

Contact with patient/caregiver Same day as
discharge from hospital,

Assass patfent's conditfon,

Assess home environment prior to patfent dfscharge
and, if found to be unsuitable, contact the Physician,

Assess, reyiew and reinforce aj] items yndap Hospiztal
Oischarge Planning #2 (Teacning).

Return demonstration by responsible person of prg-
cedures taught in the hospital.

Assist In 1dent1ty1ng addftional resources (espec1a17y
for relfef) as needed.

Review plang for follow-up care and coordinate
communi ty referrals as necessary,

Assure consent’ form s signed.

Assurs that all supplfes are in the home tg render
chemotnerapy.

Notify the patient/caregiver of emergency numders ;
home health agency, Physician, medical supplier, ang
availability of 24-hoyr sérvices.

Visit
when on chemotherapy as deeneq necessary by the
Physician and/gr patient's condition.

Assure periodfc laboratory monitoring specific to
the chemotherapy befng ordered.

Maintain regular contact with Physician and gther
disciplfnes ag indicated. Physician to receive
prompt notificat{on of lap results ang physical
assessment findings.

I1T for opinion statement of the Kentucky Board of
) regarding L. p_N. bractice in |y Therapy .



0. Strict adherence tg proper disposal of chemotherapy
supplies,

p.  Maintain close contact with pharmacist regarding
Chemotherapy agent being used.

q. If patient on 3-5 day concentrated infusion, at
termination of Infusion, withdraw remaining chemg-
therapy agent out of central 1ine (volume will
depend on type of central catheter), flush with
saline and heparinize,

r. Carefylly assess for extravasation if IVAD (implantable
venous access device) fs being used.

Refer to NITA standards, specifically recommendations of
practice listed under heading #32, Home Iy Therapy Programs.
(Appenaix II) v
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APPENDIX [

Patient's Consent For Non-Nurse Administered
Intravenous Therapy In The Home

I, consent to
(Patient™s Full Name) .
» Who is my having
(Fuil Name]) (Relationsnip) B
responsibility for administering intravenous medications/flyids prescribed
by my physician and needed by me at my home.

I understand that will be ddministering
(Full Name]
and monitoring the intravenous tnerapy in the absence of the visiting

nurse.

[ understand that has received instruction,
: (Full Name)
but that the instruction 1s not as complete as the training of the nurse.

I understand that only specially trained nurses will be assigned to
provide home care to me and that precautions will be taken to avoid
complications. However, I realize that at times complfcations occur
despite meticulous attention.

I understand that a visiting nurse service is an {ntermittent
service and the nurse may not be present at the time of the therapy or
when complications/emergencies could arise.

[ agree to release

and any of its agents, servants or employees from any and all claims or
Causes of action which I, or any of my heirs, successors, or assigns may
have arising out of the administering of my fntravenous therapy whetner
or not 1t is related to the instruction which

(Full Name]
received or any other reason.

I have the right to discontinue home intravenoys therapy upon
notification of my doctor.

My signature certiffes that [ have read and understand and consent
to the administration of intravenous therapy in the home.

Signed:
(Date] (Patient]

Or:
(Witness] i (Responsible Adult]

(ReTationship to Patient]



As4 @ = e cnves. AUUmIUY aiy unGersLng. m. Farentera] Nutriuon . T el L

ing of sil pouibhcomoﬁcnuomuooo.ud-- C - Te Provide the requateryy (
with LY. therapy and the 8bility (o recog. with the knowledge i "',':';"c::“"'
nize the werurance of such resctions, meky of perenteral nugries inclading °n
clinical judqements and initigee proper ment. initiagisn %mw“.
nursing intervegtioa. tioa of ¢ tbmn.tmhmw be
L Blood Compon herapy oot Dabotic procesgey, Potentiq]
To previde the (eagional neree complicstions and Prevendve o
with kaowiedge of m tology, h-m&d«%md.a
bloed grewping, biced blood @ n.an.odnu”
,gmumm ‘rgmd,.w
tered professional murse ahall mwmwm
edgeable of the selection gng c: inciples of thereyy gnd
its components apd1 hharuuyhtdn‘
required fe compatibility, 2 Clinieal
Mh’hedntbcdﬁa. - All clinical sepects shall be
o(llkodudmmaud WMM. sc
mmwxuy mbkby“‘cn&-mw.(n.
dmmvuchmmw wdmmﬁm“w sment
Cxperience, hw:-m
APPENDIX 11

Recommendations of Practice

L LV. Nursing Teams Rmmcndadm of
Professional, specially trained LV. nersing teams . L LV.policies shalj h'ﬁmmlumnu
dmmlhorichoﬂ.\f.nhhdmw&qdmud ‘&ltmm-weuudm
in!oeﬁouiumndmcmﬂhcquﬁty Z LV. procedures shall be written gnd epecifica(ly
LV.nnandmmctfm :;ﬂﬂdthLV.m

3. LV. policies and Mwa&dhubmimd
Recommendations of Practice 37 8 LV. Supervisor. by the medical suaqt -
LLV.nmacuthMWom . i ’
of the following hospital departmenta: Phar: m:“‘ ‘!°"“;":l‘ LV, hane body thet gov-
w’" “!;‘8::": Bd‘;:' z.m . with N"::; 4. LY- policies and pwwmun;vmblichod
Servi end the [nfects Control D | by ‘nthiaan'"aincmtoon' ) are eolely intended
2LV should be aa independent {orm-idu'a that particular iastitytion_ ’
s l.\(. policies gnd procedures shall be spdated
3Ly, Dm:muwhmdhcﬁu Cntinuously and reviewed
“Lv. ta shall have a medical advisor ¢ Al professional LV. sxrees are oc.
whe is & physici Countable fer of the LV,
8 Al LV. poii chall h o nho.mm Particuier
&va."-::"‘hwh" 7._1.V.’diei.cadmuhuk"
viewed and epdated """. wﬂ&&mm
i b § luldado.o(l.‘r'.

2 LV. Policies and .

To inwre sase and standerdieed LY. therapy within e mitistiea of LV orreey shail be to provide
mcbnum!u&nhmmuﬁmby
) bty risks seeocs, diagnestic tena,
-um&hmmmummmn tione of Practice
«mwwmw.n LAac-u:.th.’amcod.

Revised Nevember 124]

u ' NITA. voL 8, Jaruary/Febraary 1982



~u
4 iy ganiman -

d signed. [f a verbal arder 18 taken
{‘::;u: ;:ﬂ":"“ by & registered professional
aursa, the verbal ocder shail be wnian
and i .duooonumblc.”. .
3. The ::guu process shall be utilized in evaju-
aung the medical order and the pauent's needs
4. ldenafy the patient.

order of its wss.
4 Choice of Cannala for Peripheral Infusions
the prescuibed trestmens and o-vein lerge encugh

eiars ahall bex

3

mused for routine
iRy

lingers ana tne U; _mp Pulee QRay.be C3nlusea
in dewecting an arery. .

4. To distend thevein, spply g 1Quet o7 peer
sure cufl -6 inches above ity Pheiocted.

S. Tourniquets should be WQpliet enougy
pressire (2 s.0p venous flow but aem na

flow.

... . TRE TN
6. Application of h may beindicaced for o
tion of vein dilitation. Care be :
’cnidhn.'inauﬂyiqh.“_ 3
7. Subsequent should be medg in :
cm-mn‘ndumn.l.v.um_
&Awmuhubmtm.m%;,m

L o] '_
1kAved .
2= effotic lndlnu-(ﬂcxicnuhum
. -Mh(‘-h‘}dnt-ithuw«m‘
" lar devi
IZ.AvoidvviuiulbodIocudlmdumuAry
i )

3 This Associati 'oandzeuu-thomotnﬁ- -
©e catheters for LV, gea

4. m shall never be reinserted whea Lv. 8:3“‘:,“%“ Bhic patterns may be

Catheters ary initiated. considersd in evaluating veneus physiclogy foe
3. Through-theneedle catheters are not recom- site

mended for rostine peripheral LV. uoe. . .
(.Oalymdﬂialh.dlhcdﬂzd{oruch-- 7. 8ite Prrsare

attempe, - The LV. site shall Be scrubbed with an gntiseptic
7.ncntmubenldn«w¢mtbnm mormvcuigcnau;uw

1tempts Lo initiate LV, therapy. R dations of P I

- L Ifaecessary, 'uhtbuhia-idzmpudnm
* gd‘::"’“u'n‘ul.“muh.bupimmd uiorhnppﬁcaﬁeudn_nﬁnp&m'
shall wash their hendy 2 Wbmucmvchﬁmtdivmmumh
recommended nthcthuduviac.
Recommendationg of Practice 3. Tincture of iodine {1-2%), iodophers or 70%
1. Soep and water ig adequatie for moet peripheral isopropyl aleohot can be wsed ¢o antigeptic
inseruons. solstions,
2 An antiseptic solution ¢houid be weed for hand- 4. mhucdmi.m.ianuiodiumw
washing prior to the ingertion of penpherai is recommended.
central catheters. 3. The entiseptic soiution ehould be appiied liber-
: lﬂylndlllovcdhdry.

& Site Selection . € In an . when there hes been inade
In vein eelection. the patient's condition., vein Quate gkin Preparation, as soon as the petient
eoadiﬁoa.mludthowuddmdﬂﬁthm" has been stabi 8 second line sheuid be

bu--dhinunid-ludual.v.m established, the emergency fine remeved end
Recommendations of Practice . 5 Previews site ebeerved for 5 howrs.
1. Veing mont sppropriate fer LV. therapy are
::‘::’dmm'mmm lmm.mimh
7 2 Sunt peripheral rovtine LV. therapy in diota] $Rct Saeptic canaula placement.
Areas of the spper extramities. . Rmnaﬂdsdouoﬂ’ucda
3 Pdudoadthcvdahinmatia l. Prior t0 wse. the nurse shall confirm the
mm«mvmwuwma. integrity of the prodmct.
it from an artery. Fingers should be used for iﬁh[mwhmindh’mm
Pduﬁuu.ca-tbania.‘ﬂnthqabduu uoalndi(dc{«:dn.thom-ad\oddbt
notboud-iaauiauuma'dwutho 204 returned 10 the manufactarer.
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r peripnersi veecuiar accesq.

- gt::‘(‘i.::nc technique shali be .dh,,.,d 0 for

cannule placement In an emergency situsuon,
when an V. cannula has been placed wichoas
adequate skin preperstion, the LV. cannuia
should be remaved 84 8002 a2 possible and the
previoas sits obeerved f{or 48 hoars. .
Irrigation of LV. cannulas ¢houild be avoided.
The type, gauge, length, inseruon date end
initials of persom inserting the d«m shall be

ol o

7. The cannula should be secured to stabilize it
at the insertion eite,

&mamlhcﬂwunuuqmdpha-

ment of the cannulg sfier placement. Evalus-

ﬁcae{uuoqudphcmmuhouu coatinue
therapy.

Considerstion
Mazimem mobility and e2sy viewing shoeid be

ubuhumm'hnummm .

ing an LV. cannula.

Recommendations of Practice

L Ulhﬁddnmhl'eé,is-ho-!d he applied
at the LY. site at the time of insertion.

2 ll.tooiealoinmiaud.tbouoo{un’-
microbial (povidone-iodine) is the cintment of
choice and widely accepled.

3 Aﬂaihdru-'a(duubcupplidomulll.v.
dhumtbcl.v.manhmm«m

4. A ctarile transparent, semi-permeabls mem-
bmocdhea’ndmdagmrbcapp&dovn
Lv. dmumuthcl.v.mmnmﬁu

Coasiderstion .

Some researchers have suggesied that the use of
polyantibiotic eintment may be efficacious at the
skincannela junction eite and that andiseptic
cintmenta, eg. iodine have tmargingl
benefits,

10. LV. Cannuia Removai

Peripheral LV. cannuias shali beroutinely changed
every 48-72 heurs. Peripheral 1V. csanuias
shall be and evaluated through an intact
dressing at lesat every § hours. These messures
shouid reduce er prevent caanuis related compli.
tions of Prectics
L. Rostine peripheral LV, cannulas shaill be
chan

new ai2e &t the eariient SPportun;ty,

J. Penphersal cannulas that mug¢ remain in Diace
for prolonged penods (over 12 hours) due W the
patient’s condition should be Onsidered 4

7. The nuree, as dictated by hospital policy, will
mmmcﬂmumemuin‘mpdc.

- . Coasiderstions

L Tbo aurse. as dictated by established hospitg|
policy, will cultury Eppropristely the catheter
manner, using

aseptic, .:o uue-h technique. Thig practice

Rmumendcdonl of Practice

L. LV. sdministratioq tubing shail be changed
every 24-48 hours,

2 Chenging of LV, administration seta shouid be
carmied out in o foutine. standardized manner
yzd st the time a new containerof LV. salyuan
18 initiated.

3 An approprigte method of indicating thedate of
change of administration sheif be employed.

4. “Piggy-back™ tubing shail be rowtinely changed

CLY. ldmmhoumud for Total Pacen-
wN-thMo‘wmu

.7.Tu&u¢hacﬁoa.ohocuhmndby!n

lMquumhmm
"'id!llmlodetiuncdaadumdcm.
&A!loddiﬁmuthcodmnummo«uch as
sopcocks and extengion tubinge shouid be
changed at the same time the | V. edminitra-

tiom eet is changed.
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’~ 1_y. '] SIS SUUUIN M Ui @uit et @ mewa
.y,w;, whenever possibie. All entnes nta the
adrinsUsuon set such aa the adminuasuon
of medications shouid be made through injec-
tion ports that are diginfectad before entry.

10. Blood specimens shouid not be withdrawn
through LV. tubing.

11. Flushing ov trrigecioa of the LV. system to
improve flow sbould be avoided.

12 The endire LV. eystam (cannuis, sdministre-
tioa set and fluid) shall bechanged immediately
if purulent thrombophlebitis, cellulitis ec LV.
reistad becteremia are noted er stroagly ewe-

pectad.

13. For phlebitis, withowt concomitant signs of
should be changed and the flvid evaluated as &
possible source for phlebitia.

12. Dressing Changes

Changing LV. dressings is to evaluate the inser

tion gite, prevent complications and minimise

eepeia,

Recommendations of Practice

L The LV. dressing should be changed every 2¢-

. 48 howry and immediataly if the dressing
becomes sciled, wet or icose.

Z Aseptic tachnique shail be ssed t0 change LV.
dressings.

3 During dressing change, the insertoa site
should be inspected and evaluated for redness,
fvdun‘uo&?:imuumd

4. If the dressing ia changed, the site shouid be
cleaned with 70% isopropyl alcohol or povidone-
iodine solution and allowed to dry, followed by
respplication of iodophor ointment and sterile
dressing.

13 Culturing for Suspected 1.V. Related
Infections
Culturing is (0 ascertain the source and micro-
organisms of suspecied contamination.

Recommendations of Practice

1. If the LY. systen is terminstod becanse of
suspected LY. related infection, ie. purvient
thrombophlebitis and becteremia, the ekin at
the cannula junction should be cleaned with
alcohol and allowed t0 dry befoce the cannula
is remeved. The cannula chouid be cuitured
using ¢ ssmiquantitative technique.

2 If the LV. eystem is terminated becanse of
suspected fluid contamingtion er related bec
teromia, the (luid shouid be cuitured and the
impticated bottie saved snd the lot acmber
recorded. :

3. If intringic contaminatien (contamination dur
ing manufacturing) ie suspecied. the health
suthorities should be notified immediately.

14. Quality Control of 1.V. Solvutions
To obeerve for possible intrinsic contamination

catr;;;i;c-:m-.x'ém: i
Recommendations of Practice

1. Personnei shail wesh their hands befory oper.

ing end edministanng parenterai fluids.
Z All continers of parenteral fluid ¢hgjf |

inspected prior to wer end checked for visibl .

mrbidiey.dhabnm-,k.ummm.
cape, pum"c:hu la-ucrmd{crm.mm““t
tarers axpiration date before wse. If & probierm
is found. the fluid shell not be vsed.

3. Once started, sll parenteral

_ starting,
!.An’lmd. solations shell have affixed o
. hbdh&umﬁmmddmm_

15. Admixtare of Parenteral Fluide
To incure control and minimize possible complice-

mixing.
lwhvﬁth-d(aMmhtm

possible.
4 All medications Mhmmdduﬁn(
the manefacturers recommendations.
8 A Lolsctive supplementary label ehall be

affixed 0 all admized (compounded) parenters” -
solutions etating the edditive, dosage, solutio. .

amount. date. time of compounding, expiratior
date and person who did the compounding.

' & .Ahnmuﬂovbodchcddhudlwedmii-
ing parenteral solxtions.

7. H,ndling of admixtares should be in keeping
with the Recommendations Cuidelines and
w of the American Society of Hoe-
pital Pharmacists.

& Compatidility of solution ingredients shall be
sethonzed by the pharmacy before sdmuxing.

9. In the absence of & vecuum. ea LV. soluuon
container shall be covered with & stenle air
tight, water proof cover after admixtere.

16. When admixing ocrurs outside the pharmacy,
hospital policy shall be strictly obeerved and
Mwmmum

1€. Intermittent L.V.

A mechanism for intermitient LV. therapy shall be

uplqclhmvﬂciamnxduml«thopc-
tient whess condition will possibly require or

necessitate definite therapeutic or disgnoenc LV.

therspy. Intermittent LV. therapy shail be em.
ployed whea contineowe therspy s not required
by the patient’'s condition.

Mecommendatioas of Practice
1. Intermitiont veocuiar eccess shall be treet

o8 LV. peripherai catheters.

Revised November 1901
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Adl V. cannuiss (ocxed with a rubber pert
Male adepter @&y be used for interroittant
] «

3. ;{‘1:‘.‘:‘::’1 used, a8 dose of heparin that does
ot alter the patient’s clocting facwres shall bc
used for maintaining patancy of LV. intermit.
tent cannula devices. Thase devices shoaid be
flushed with hcparinized ealine solution rog-
tinely and whenever necassary 0 maintaia
patancy.

4. The use of abturators is not recommended.

S. In flushing intermittant devices, consideration
should be given to drug incompadbilities.

€. Use of email bore and short length needles is
recommended for administering LV. therapy
through rubber ports of the intermittent device.

7. The eptimal frequency foe entering the rubber
port is net known and leakage depends on the
size of the needle inserted through the rubber
port and the specific grade of rubber.

& Udlization of intermittent devices mey be

established by hospital policy and may be wse-

ful in the maintenance of intermittent medi-
cations, blood and blood components, LV. fluids,

or &s vascular access for the critically iil

patient or unstabilized padent for

procedures and for home LV. therapy.

Labeling of LY. Administration Sets,
Cannulas and 1.V. Solations
l.AﬂLV.nhdcacduuhh_bdd sccording
% the Standards of Practics as stated in the
section Quality Control of LV. Solutions wnder
the Recommendations of Practics.

2 All edmixed parenteral fluids shail be labeled
according to the Standards of Practics as stated
in the sectioa Admixture of Parenteral Fluds
under the Recommendations of Practice.

d All LV. sdminisarstion sets shall be labeled
according to the Standards of Practice aa stated
in the eection LV. Admunustretion Set Change
under the Recommendations of Practice.

4. All LV. cannuias shail be lsbeied according
to the Standards of Practice as stated in the
section Cannsig Placement wnder the Recom-
mendations of Practics. -

Administration of LV. Medications
Administratioa of LY. medications shall be initi-
sted by & prescription of a medical doctor and
pruvide a therspestic eutcoma

dm.ﬁmmmwoﬂmnud
sdministratien, stability and slocage require
ments, appropriate dilveats, incompatibilitien,

loxicity, specific ;recautions gqng futaing
nterventions.

d. Pnor w admmistening an LV, tedication, i,
reqistered professional V. nurse shail be cogns-
1ant of the implicauons of 1.V, medicauon.

4. If an LV. medicstion has Possible allergic
implicationa. it is recommended that the phyes-

N e N

e e 1
edded to contingally. sad
€. The spproved drug list shail be reviewed qn.
© necally.

7. The patient shall be evaluated for poesible
d{u sengitivity and possible compticstions
prior, during and afier LV, @edicatuon ad-
ministratioa.

& Administration of LV, medications shail be
documented in the petient’s permanent record.

S.Anpdgt-:haiquchaubcadh«duinthc

i of LV. medicatioas

19. Administration of LY. Iavestigstional Drugs
The cdﬂmhmdoc of LV. investigational dn:t

Z The heaith care facility ghall establish ¢pecific
guidelines, policies and procedures for the
sdministration of LV. investigetional drugqs
and these guidelines, policies end procedures
shall bcluudin&bcl.v.?eliqud?rmduc
Manual. .

3. A separate spproved list for the woe of LV.
inveetigational drugs shall be employed.

4. ALl LV. investigational drugs shall be spproved
by & hoepital committee.

S. LV. investgatonal drugs shall be initisted
with the patient's consent.

8. LV.investigatioral drugs ehall be reviewed and
moaitored by the medical staff.

20. LV. Push Medications
To provnide instant abeorption of LV. medications
in the blood, immedigte therapextic effect in an
emergency situation and for o speafic drug
peculiarity.

Recommendations of Practice

L An sppreved, seperats list of LV. push medica-
tions: ehall be provided by the hesith care
facility and etated in the LV. Policy end
Procedsre Manusel

2 The sdministration of LV. push medications
shall be initiated on the order of & medical
doctor o oa the jedgement of reqistered
professional LY. nerse in @ lifethrestening:
*mETgInCY sitnation ecconding e the policy of
the health care (aciity.
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3. The sdministrauca of LV push medicauone

) shouid be 10 accordance wath the Scanaards of
Pracuce in the section Admincstrauon of L V.
Medicauons under the Recommendatons of
Practics. ) )

4. Speaal emphasis shall be given to the rate of
administratioa. . .

S LY. push medicadons shall be diluted suf-
ficdently and according (0 the manufactarers

. recommaendationsa,

21. .22 Microa Alr Eliminating Filters
To protect the pstieat from induced particulates,
possible sir emboli, pathogenic bactena (micro-
organisms) and to minimizs the nsk of LY. related
complications and sepaia.
Recommendations of Practice
1. The routine use of .22 microa air eliminating
filters is advocated in delivering rouuae LV.
therapy since these filters ¢ffectively remove
particles and bacteria and prevent air from
entering the LV. system,
Z .22 micron air eliminating filters showld be
routinely changed every 248 houss.
3. Possible retention due 1o low dosage, solubility
end sbeorption properties of LV. drugs through
8 .22 micron air eliminating filter shall be
considered and follow the manufacturers’ rec
commendations,
4. Lipid emulsfone and blood and blood procects
~ shall act be tuterea through & 22 micron air
eliminating filter. . . _
S. The prescure tolerance of the flter housing
and membrane shail be & major considerston
price to Gee.

€. The tolereted pei (pounds per equarvinch)ola

ilter shall not exceed the maximum presaure
(psi) exeriad by the LV. pump.

7. 22 micron air eliminating flters should be
placed at the terminal end of the LV. edminie-
tration sst (a8 close o the LY. cannuls a8
possible).

Considerations

1. This Asecciatica believes that the wse of 22
micron air eliminating fiiters is cost justified.

2. From an infection standpoint only, the Centers
for Disease Control does not recommend the
routine use of .22 micron air eliminating filters.
Their recommendation is based ea the lack of
definitive studies 10 date, 0n the eflicacy of 22
micron air eliminating filters etudying filtre-
tion from an infection control standpoint. Such
studies ere difficult (o accomplish. However,

- there have been meny definitive studies sttest
ing o the benefits of final filtration, e¢g.
minimizing phlebitis which is & precursor to
infection and thewr air eliminatioa properties
protacting the petient from eir emboli. Since .22
cles, remeve microorganisms and prevent air
from entering the LV. syetem. the Netional
Intravences Therspy Assonation believes that
many btntﬂudﬁndmtntieuh."bnu

very well docuriented in the literasyre ¢
use of .22 micron eir tliminaung fijtery
mizes poentual nek o the pauene thue.
use 18 recommended routinely for oif |y
apy. Furthermore. their cout g juaufied .
possibly cost effective by considering pocaisie
complicsuons of therapy resuiting i1n poesiore
further medical treatment and laager patent
stay days.

3. No LV. filter is avsilable that will prevent the
passags of endotozing or ena.

4. Consideration should be given to the filter sur-
face sres L0 incure fiecessary (low rates.

<

8 Automatic sir venting allows air babbles to

escape o the atmosphere.

Recommendations of Practice

L Delivery of all aspects of LV. therspy snail
be Qahud with minimal deviation {rom the
prescribed rete erdervd.

2 The use of gravity feed mechanical devices e g,
LV. coatrollers is advocated foe the maejony
delivery of LV. therspy.

lmmdm-::-.‘ndnnhanialdm,
€. L.V. pumpe is recommended foe controll-
LV. delivery when & specified sccuracy of
delivery is mandatory due 10 patient risk.

4. LV. pumpe should maintain LV. delivery within
stringeat deviation of the prescribed medical
order and their accuracy or deviated limit (plue
or minus) shall be stated by the manafsciurer.

S All LV. eectronic devices shall be roucinely
cleaned and checked for any poesible mai-
{unctions.

& The use of electronic mechanical controlling
infusica devices shail be prionitized end stated
by hospital policy in the LV. Policy snd Pro-
cedure Manyal. -

7. The requscered professional I.V. aurse shail be
proficient and knowledgrable in the use of
mechanical controlling devices within the
health care facility. '

8. Operating instructions for electronic mechan:-
cal LV. controiling devices shall be affized to
the device, ’

9. Avudible and visibie alarms to detect sir, deviated
flow, occinsion, and any other devigtions plac-
ing the patient at risk shall beintegrated within
the mechunical infusion device.

10. If the mechanical controlling device is battery
operated, the life and potency of the batterya)
should be sscertained and changed sccording!

1L Mechanical electronic coatroiling devices sho-
be patient tamperproot.

Considersticae

L. Considerstoa showid be given e meuimam
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OCCiuaives

2 awdcng‘on thould be given acTurscy over

the range of back pressures.

3. The reqistered professional LV. nurse should
be cognizant of the Standards on [nfusion
Devices oot forth by the Association for the
Advencemaent of Medical [nstrementation

23. Blood Component Therapy
The initiation of blood and blood component ther

apy shall be en the order of & medical doctor and

chsall provide 2 safe and therspestic cutcome e

’ bed

Recommendations of Practice

Lmuninhmdoaolbbcdandblcodmpo
muhawwmudthauhia
sccordance with federal and gtate reguistions
and established hospital policy.

znomm«'wmwm»
mduﬂcalyhun-dbyuuw

professiensl nurse after successlul testing of ]

theory in i-alnob«uuag.blodcmpiu.
blood and blood compoaents and resctions.
cliniesl competency of administration tech-
niques and identification protocol of pa-
tient and and nursing interveadons
t«mmmu«u‘u'

3. Policies apd procedsres for administration of
blood and blood components shall be spproved
by the Medical Director of the Blood Benk and
%;icvol muﬂy.b. ~

4 patient may tequired, to
establishod Boapital poticy, to vign o oot o0
form prior to edministering blood and blood
component therapy.

8. Thepatient should be evaluated prier to, daring
mmwm&ﬂmmmtm
tration.

C.Aﬂblocdudbloodpndmchoddboia-
spected pdortnuatoiumthoiawn'tyol
the product and pmdnc:uvindoa.

7. The physician's order for blood snd blood
mmmuchlubovm'u-dudymdm
cally.

& ﬂoycdmtlhcﬂhowlwnluaﬁw
mi.nimtﬁalbcinid&ﬁe-dﬂoodlndblcod
components.

9. thuahlnydchchdquindudninb
tration of blood end blood components - is

specifically
blood and blood prodects.
ll'ﬂumdl‘m-ia-ﬂunhmd.d

14. All inivhgon, termungtion gng i
venuon regarding diocod ang hloo:“m" —_—
shall be documented in the patient’s record,

18. [nterchange of blood and blood products ghe(y

products, prior to use, shoyld be in keeping
mmmwmasam&m
mm.mo(hlcod varmers is sdvocated in
certain medical conditiong, eg., Raynawds
Dzmn«.udatvithenutmmm"
nmmmnuammw y for
19, tempers ture coatrol and any i
Gumﬂy.uodiadu»cndm be
added to blood or blood o .
.mumuﬁuom«mau

udmbliabdbyhowiulpohq' .
20. LY. admini doamlhoddbochum
afler the iai 0a of blood and blood

prodects.
n.m.mu.nv.un--hnub.aw
with saline sclutions rather than dextrose soin-
ﬁmpriovhladtﬂandmummm" istaring whole
Nodutduihchadumam hemo--
- lysis of the red cell.
z.Bloodudbbodvndeaotb‘td-
ministered in conjunction with ether L.V. goiu-
tions or interrupted for sdministration of
ancther LV, goistion. .

Coasiderations

L. The principle governing tranafugion therspy is
component therapy, '

2 The wee of fresh bloodudb!oodmmcnu
minimizes adverse resctions.

Jd. The uee of microaggregate filters (2040 ms
crons) should be employed when cinically
indicated and appropriate

4. A unit of fresh blood. (resh frozen plesma
of piatelet concentrsation shouid be trenefused
{orﬂuys-lcuiudwwnm

i period. T

dot:m'lm for safe adminisiration of LV. gacs
aeoplastic agents in the treatment of cancer,

Recommendations ef Prectice
L The edministration of antineoplestic sgents
Mhmdmdbythcmmam{md

LY. aurve whe POssssses knowiledge and under

therapy.
2 The edministration o LV. antineocplastic agenta
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shall be ia keeping with the recommendations
stated in this documaent {orgeneras LV therapy.

3. An epproved list ol LV. antneoplastic drugs

including investigational agenta and a recom-

mendation for their pnpc.nuoa and sdminie-
tratioa shall be established in bospital policy.

Domﬂcl of blood values shall be evaiw-

&Auudhhﬁrndwddw
condition shewld be soted prioe W treatment.
€ Preservation of vasculer access is mandatory

for previding coatinued therspy.

7. The choice of canncis shal! be determined by
the peescribed treatment, durstion and condi-
tioa of patient.

8 Ascerteiaing placement of the LV. devies L0
avoid infiltraticn is mandatory.

9. Druge cdassified s vesicanis shail be edminis-
wumm.mummc«

10. Appropriste nursing interventica for extre-
vasstion of drugs, especially vesicanta, shall
be empleyed.

11. Precantions in preperstion and sdministration
of andneoplastic agents shall be employed for
protaction of the patient and medical pervoanel.

12. The rate of delivery of antineopisstic agents
shall be precisely controiled and consideraticn
should be given to the use of LY. mechanical
controlling devices.

13. The wee of ~-22 microa sir eliminating Slters
shoald be empleyed unless contraindicated.
14. Assessment for the wee of Total Parentersl

Nutritien should be empioyed.

1S. Assessment for the use of blood compooent
therapy shouid be employed.

16. Consent forms shall be mandatory foc all LV.
investigationsl sgents.

17. The physvical and peychological aspects of LY.
cancer therapy shail be dearly presa.: od and
discuseed writh the petient.

18. Appropris:: intervention for possible physical
effects, incleding bat not limited W0 slopecia,
m(hzb-.uwcadmmwh
employed.

Considerations

1. Consideration should be given %90 out patient
therspy when sppropciate.

2 Colisberstien with other members of the health
care tesm and local agencies shall be employed
for mesting the peychosocial needs of the

‘28, Documentation of L.V. Therspy
To pretact the patient, suree and hesith care
facility and t retrieve statistical informetioa by
writlen documentition and verification of LV.
practiceis), _
Recommendaticas o Practice
1. A1 LV. precederes shall be documented. indud-
ing but aet imited to: initistion. daily moaitoe
ing, acmber of venipuncture attempisn, new site
changes, patient tolerance end termination of
LY. therapy.

2 Documenwtion o: LV. therapy ghqy; be ce
lished by hospital policy 3nd stated 4o u:. :.3
Policy and Procedure Manual. |

28. Terminatoa of LY. Therapy

LV. therepy is w be terminated en the erder of o
medical doctor or because of essaesed pauenc
complication.

The LV. oy

L cannals shall be remeved nearly

m&&mm&mum&‘:
nique and minimal trauma @ the petient.

2 On cemoval, LV. canncics shell be visusily
inspected and ssesssed for length end tip
smoothness to sscertais that the complete
cathetor hae boen removed

&Sanua_bodda“h-d areund the LV.

8. Termination of LV. w“hm
mented en the patient’s record.
.- C.Adﬂdciomwhc”hdm
©  the cannuia site snd recssved im 24 hewurs.

Recommendatioas of Practice

L. Peripheral LV. canmsies sheuld be changed
every 48-72 houss.

2 LV. administration ests sheeld be chenge
every 2448 hours and ot the time & new
container of LY. selution is initisted. .

3 The LV. canacia sits should be geatly paipatsd
and inspected for redness, -ewelling and eny
signe of sepma.

4. The patient should be asvessed for tolerance
and any pain asescisted with this therapy.
S. The physician's erder should be checked and
the petient’s record should be aseresed to1nsure
that the patient has recrived the prescnbed

therepy. _

6 [fthe LV. cannule requires chasge. a new [V,
access should be etablished hdcnunovdo(
the existing canneia

7. If the dressing is changed at & S-heurinterval,
the sits sheuid be cieaned with 70W isopropyi
aicabel ov iocdepher seietion end & topical
cintment should be reeppliod. if weed. A stenie
dressing shesid then be sppiied.

& LY. sites, threugh an intact dressing and (low
ratas should be checked at lesst every § hours.

. Labeling of cannsle. dressing, LV. admini-
stration oot end ssiutions sheuld be im eccor-
dance with these Standards as stated snder the
h. wm

10. D‘hmﬂmﬂhmmw
ia accerdamce with m a8  stated
these Standarda.

11. Adherencs to strict seeptic tochaigee and
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tvoidence of touch conaminauon shaell be

mandatery 1n daily momwnng and care,
12 Emphasie shall be pisced 06 minimal manipe-

lations of the 1.V. systam.
Consideration
Becsuse manipuistion and tooch contamination
mwmcaamlupou_nwl.‘f.éaa icati

Plementation of - igble QUeLty gaqy,
face [ v,

2. ;odhtria )
0 ingure safe adminigtration and deliv
: . Ty of 1V,
lhanpyucbddrqmnuamuwm -

prematare infants.
ol hecary for the pedlatric paient ehaii
forth ta theee Standeny 4 * oot

Recommendations of Practice
L Infection concrni LV, Practices are implied by
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of LV. administrauon sews shail be disinfected 16 Vil signs she'd pe onitored i "eraatey
Prior to enty. adition \

6. Assessment of phiebitis should be evaiuated ag 17. A question.by ¢ T8 8% profees nal v
& sign and sympiom that Precedes & poewubie nmnamwcw h-duat,;.d'
V. infection. bywowdoauuiahmu...,,-
7..22uiaaudraﬂmin“_in¢ fltary effectivaly m%%nhhmcg’:

mﬂMﬁmﬂhnﬁmnm&d oaiuwa&umwwmh.*
LV. related sepeia. carried out.
Iy wmdhltmw 18 Continnoeg patient $4830sment,y shegld be

(aama decresse LV. relased infaction, -’ (i
ing contrel and M"“lﬂurhh&n&m .:"’cl.
uithmhhcdmeoau : mlv.tb«:n.ruem,u,. aad D¢
plﬂﬂll‘hl‘m‘d RERL N~ m{“bm .“levb'" LV.C‘" '&
. ’ ®ssiong] - Rereg wil] safe
a1 Hmucoteﬂ 3 home petient
a ate the bod L e aual - "hd: o Practice
-m-h.&b-ueadl.v.mm.gm 2 LWritten orders ahell > Loe
m-mhmhm%mmh z.:‘;:d." tiont on home L V. .
and Gsvocisied with ‘ Significans
therapy, / svaluated [ SOMpetescy cad ol
Recommendatioas of 1 o LV. therapense priorte
" The ouwmsing process ehewid be wilineg 1:",;‘:; (et bent LY. therayy
. ) All possl - e tien the petient’y
thntachauyoltboude
mom«nbmnmm 3 - particular trestmes shall «‘““"“‘
:meu.'ub.uuwt.w €. cplained with che gt ead significan
Muu’ aot::‘:::w - <A catent {orm sad
4 General byieduauumlb«zuhd-do ‘”a:z'“ T\ NSencm of LV
o&mdndmmtammm ’_:.-m‘v”'.hi: by end
enod!de.dh&.dh.ulh.'dmu :‘h w"uum . expleined .
S Evaluatiog dhbonhryvduawdﬂuidbd-
$20t should be asenssed 0 & daily begss ¢. Patient and others shalf return dom.
€ Patient shall be documented fn (he ohicrations of Ly Ssepcic
pcdmmdudwutha%g q%es. The and ciency of
pmudotbcuuhuolth‘b-u "“,’:‘:“:““" cant others be
team,
7. Daily intake and oq be documented 7. Patient ang others sheil foel
o::duu'o fuﬂn‘tp::' .:hﬁqy with the home LV Pior to the t
ummmwu !
muwmddivudum 8. Patient ehouiq discharged with
9 Adnpbmamw&w supplies, -
G.Pu-nphnumwhm $. Site inspec of the heme by the
w wbhm.m professional LY, o ey be necessery tc
ll.‘ﬂnnd.al&hwdnddhm Certain ag ‘l&"ml‘rdﬂlw
12 Mmd-nwhm supplies um:«.um
and . otarile gy
llﬂnfMMLV.m 10, LV. cath ndl.v.dnnh“ddlnduand
hmdwuruhv&d‘h. 88 otated/ in the sactices sf these
coes, Mlﬂ“ﬂaﬂm Stx %m&u\.dh&a
rdwnuz.v.w 11. The ¢ . daoiaunuha«&aonfw
ltA%LV.dlid::ag.muyh central %melmc
ﬂﬂond'h-‘dhuu.' volurne infusiong c
&umwhmmﬁqﬂn 12, Peri LY. s excieding thase cath-
devicas, M'imﬁn&hc.cuwfan
18 Llectreais oatrelling LV. devices Mﬂhlvwwhw
sheuid by far constant Very 48-72 howrs,
Fitefaa LV. infugien 1XLv doao«-whduncﬁd
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Thé“Ndfioncl Intravenous Therapy
Association’s Intravenous Nursing s
Standards of Practice

Emmmtclbﬂn‘mtho‘HomLV.ThmpyNudn‘Shndud:oanaico"vhichhnb«u
revised. updated, and approved by the Standards Commistes and the NITA Board of Directorg. These Home LV.
Therapy Standards replace Section 32 in the sxisting “Standards of Practice™ document, The following Home
Standards are spplicable to all aspects of LV. therapy delivered outside the bospital The entirg NITA “Standards”

document is in the process of & complete revision udmnbocmded.smathccompkudmhionoltthlTA
“Suad.ndt'vinboalummudtinenhomo[.v.thmﬂillm'inl ares of sractice, the Board of
Directors fslt it respoasible to publish the “Home LV. Therepy Nurving Standards of Practice™ at this time.

Home LV. Therapy °§ 17t Patassmoms i e sesen ot sieic.

Home LV. therapy standards are written for nu-u;

dalivering intravenous care outside of the hospital T

primq:oahc{meV.thmpymtouhhwm
hi(bnnhvdelod{anudquﬁty'e{ufofwtho
p(mbmmwmmﬂp
aurving care.
LAvhyﬁdn'cordcchnnbovﬁanmndin‘
patisnt referrai(s) for home LV. therapy.
LAudalmeomanddpdbyn
physician to initiste and direct home LV, therapy.
3 The written r.dicg! orderts) chall be reviswed and
updated by the physicias routinely.
4 Ouly physicians shall initiste & verbal medical
ordens). Verbal medical orderts) shall be docu-
mented immediataly by the registered nurse and

safely, the registeced vurse ehall have the know-

ledge and ekills ¢t interpret and implement the
&Ambtuchoddbouuhlishdlndci;nod

byduu.ﬁnzud/orh(dnudiu
7.?&““&“&&&/&.&%
" to salaly administer the prescribed home LV.

aumm-mwmmhmm
to achisve a determined level of 3eif carx, & signifl-
m«hd»lm&wmmbm
Lv.wmmmmmmu
aotified

1md¢ziﬁc:ana&h«(¢)chnnb‘mkrhh/h¢
ability to safaly sdminister the preecribed home
therapy treatmenss).

1Q. ummm.mmnm.w
address indication(q), benefits, methods end risks
of therapy.

NITA, vol. 7. March/ Aot 1984

verbal «xplanstions, demonstrations, evaluaton
and documentation of competancy, proficency in

ing therapy-related procedures, seif-moni-
tocing, scope of physical sctivities, necessary inter
veation(s), safe discard of disposable equipment
andlpod.ﬂcncdoutoboukuinnp«nblc
emergency situation.

13. All supplies and equipment necessary for therapy
shall be available in the home before therspy is

14. Supply and equipment needs shall be coatinuously
evaluatod and met.

18. By the date of discharge, s registeced nurse shall
perform & home assessment and assist the pauent
and/or significant otherte) to determine an appro-
priate area for clesn. safe storage of supplies/
equipment, select & suitable sres for procedures to
be performed. and determine o safe discard of
dispoeable equipment

16. An ongoing assessment of patieat and/or signifi-
cant otherts) compliance in performing therapy
related procedures shail be dooe at periodic inter-
vals depending on patient conditioa and therapy.

17. All ommunications(s) with and/er &ite visit(s) tc
the patient shail be documentad.

18. A summary of patient care shall be communicated
to the physician at reguisr intervale.

19. Any pertinent observation thet reQuires medical
inmmah.ub.mumpamm

20. The patient and/or significant other(s) shall be
provided 24 hour access to appropriate health care
Professionei(s).

2L It is recommended that the patient carry and/or
rear appropriate identifics foa indicative oftherspy.

2 P'Mdmnm:dbomLV.thmpychauld
be evaiuated
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